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Nutritional completeness . . . absolute safety through sterility... 
ease and convenience for mothers: these are the criteria that have 

led to the ever-widening acceptance of evaporated milk in infant 
feeding.‘~* Particularly significant is its success and suitability 

with prematures, in whose case it has been found *‘as suitable 

as unmodified breast milk*.” 
ARCH. DIS, CHILD., 14, Bo, 1939 
BIRM, MED, REVIEW No. 5, 1950 
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Just how well suited Regal Evaporated Milk 
is to the infant’s developing needs can be 
judged from these twin girls, born prematurely 
in a Birmingham Hospital. Fed on Regal 
from birth, they rapidly progressed to a sound 
body weight, and are seen here at 6 months, 
healthy and contented. ‘ I cannot express my 
gratitude enough for Regal . . .”’ writes their 
mother. ‘I only wish I had known about it 


when I had my first baby.”’ 
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The “Hilda” Apron illustrated here has 
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THE NORTH OF ENGLAND 
HOSPITALS AND NURSING 


EXHIBITION and 
CONFERENCE 


DRILL HALL 


LEEDS 


SEPTEMBER I, 2, 3, 4 & 5, 1958 
10 a.m. to7 p.m. daily. Last day 10 a.m. to 6 p.m. 


OFFICIAL OPENING 
by The Lord Mayor of Leeds, Alderman Mary Pearce, 
at 11 a.m. Monday, September 1st. 
Of professional interest to all Hospital Officials and Nurses. 


@ PROBABLY THE FINEST EXHIBITION OF @ 
MODERN HOSPITAL, MEDICAL AND NURSING 
EQUIPMENT EVER DISPLAYED IN THE NORTH 
The continuous CONFERENCE PROGRAMME includes 
professional lectures by eminent authorities, also the 
most recent medical sound films. 


Refreshments. Samples. 
Interesting Competitions for Nurses. 
Numerous Cash Prizes. Entry Free. 


Detailed admission programmes of lectures, films and exhibits 

are now available, free to Hospital Officers and Staffs, Doctors, 

Nurses, Student Nurses, Health Departments and Medical 

Auxiliaries from: The Secretary, Nursing Conference, 52 
Grafton Way, London, W.1. 
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Working Relationships 


UMAN FACTORS in the hospital service far outweigh 

all others, suggests the report of the Nuffield 

Provincial Hospitals Trust in connection with a 

survey being undertaken at the University of 
Manchester into the problems of training student nurses, 
with special reference to ‘wastage’. The statement is 
probably true for all nursing staff, and patients are quickly 
aware of the working relationship between hospital staff 
in any department, for it creates an atmosphere that can 
be felt. 

If the matron is treated with courtesy and consi- 
deration by the authorities in all matters, whether pro- 
fessional or related to off duty, accommodation and 
holidays, she will show the same consideration to the staff, 
who will in turn reflect it in their day-to-day contact 
with the students. The converse is unfortunately true 
and the classic story of the ill-temper of the managing 
director being transmitted through the office until the 
office boy kicks the cat could also be related to the grades 
of staff employed in other concerns. 

Despite good day-to-day working relationships, 
however, disagreements will arise so long as individuals 
work together as real people and not as automatons. 
Impartial counsel to either or both parties may be all that 
is needed, or impartial representation on behalf of the 
disagreeing parties before the authority responsible for the 
service. Nurses may need such representation whether 
they are students, staff or administrators themselves. 
Representative councils can speak for groups but individual 
problems need individual representation. 

The Royal College of Nursing has before it every week 
problems needing such representation to be made: for 
staff nurses or sisters complaining of unjust employment 
terms, or matrons and nursing officers faced with lack of 
support for their actions from their hospital or health 
authorities, for suspension or dismissal or other grievance. 
We publish on page 994 a happy example of a tribunal 
giving a decision in support of a health visitor’s claim for 
industrial injury benefit. 

“Not only must justice be done, but it must be seen 
to be done.” This is possible only where the procedures of 
obtaining justice are open to the public, or to their 
Tepresentatives—the press. Uncomfortable though this 
may be it is a magnificent safeguard and those countries 
which make it possible can be proud of their achievement 
even though untoward publicity may result. It means 
that injustice can be exposed and someone will un- 
doubtedly make a stand against it. 

The summing-up of a case by an eminent judge as 
reported in the press, followed by the decision of the jury, 
is an instance of our tradition of justice and its public 
demonstration. But what of justice in matters within 


our own profession? The first example that comes to mind 
is the disciplinary machinery of the statutory bodies which 
are responsible for the registration of nurses or certifica- 
tion of midwives, and therefore for the removal of names 
from the register or roll on certain grounds. Each month 
one or more disciplinary cases come before these august 
bodies and the evidence is presented. The individual 
concerned is present, unless she (or he) does not wish to 
appear before the council of the particular body, for 
example, the General Nursing Council for England and 
Wales. She may be represented by a friend, a colleague 
or a legal adviser, and the evidence is taken in open 
meeting at which the public and therefore the press are 
permitted to be present. While the evidence may be 
discussed in camera the judgement is given in open 
meeting. 

But there are many instances in everyday life in which 
a fair decision as to the rights and wrongs of a disagree- 
ment is needed without the case being one for legal action. 
Every administrator constantly has such decisions to make 
and so long as the opposing views are considered fairly 
and the decision is seen to be fair, no further action is 
needed or warranted. But what if one party is not satisfied 
that a just decision has been made? Again in this country 
we can point with proper pride to our machinery for 
seeking further arbitration, usually by an objective and 
impartial group of people appointed for this purpose, 
whose deliberations are open to reporting. 

Unfortunately many people do not realize that such 
machinery exists in the interests of their just treatment, 
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and such is the respect for those in authority that they 
may well hesitate to seek advice and guidance which 
would lead to facing a tribunal. This is especially true 
of nurses, but it is an essential part of the service of their 
professional organization and they should know of it 
even if they have no need to seek such assistance. 

Most difficult however is the internal conflict aroused 
when the employing body uses its authority in private 
hearing to dismiss a member of the staff without giving 
reasons for such a dismissal which can be seen to be fair. 
The Ministry of Health, in August 1951, circulated a 
memorandum of ‘interim guidance’ to hospital authorities 
outlining the machinery for dealing with disciplinary 
cases in the National Health Service as no agreement had 
been reached by the Whitley Council. The memorandum 
asked the employing authorities to review their procedure 
and see whether it could be improved upon, pointing out 
that whereas satisfactory appeal machinery was very 
important, sound practice for dealing with grievances at 
an early stage was even more important. 

Where a member of staff can be dismissed by an 
individual officer or a committee or sub-committee of the 
employing authority, the memorandum states, that 
authority should from among its own members set up an 
appeals committee and give the member of staff the right 


Report of the Ministry of Health 


THE MINniIstRY OF HEALTH REPpoRT for 1957 (Part 1) 
has just been published*. The Minister in his introduction 
states that the most important event of the year is the 
Report of the Royal Commission on the Law relating to 
Mental Illness and Mental Deficiency. ‘I look forward to 
the introduction of legislation as soon as the difficulties 
and complexities of the subject permit.” The total cost of 
the NHS for England and Wales was {£585 million 
for the financial year ending March 31, 1957. Of this, 80 
per cent. was borne by the Exchequer, the remainder by 
local authorities, persons using the service and super- 
annuation contributions, and transfer from the National 
Insurance Fund. Drugs cost the nation nearly £61 million 


*Part 7. The National Health Service, Welfare, Food and 
Drugs, Civil Defence: H.M. Stationery Office, 12s. 
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of appearing personally before the committee, either alone 
or with a representative of his professional organization 
or trade union, or with a friend. This committee should 
not include any persons directly involved and theip 
report should be submitted to the authority for decision, 
The hearing of such an appeal should take place within 
five weeks. 

For more senior grades, including senior nursing s 
the authority should never have delegated powers of 
dismissal or disciplinary action to a particular officer and 
should review their delegation of such power to an 
committee—which should in any case not be a house 


committee. Again, the individual concerned should have 


the right of appearing personally and of being represented 
before her or his employing authority. However, the 
procedure outlined by the Ministry gave no right of appeal 
to any authority beyond the employing authority. Thus 
the decision of the employing authority, however unfair, 
will stand, unless at the discretion of the regional board or 
the Minister of Health further consideration is felt to be 
justified. In that case the suggestion is made that such an 
appeal be heard by persons who have not taken part in 
the original decision. 

Should it not be added that such appeals should be 
heard ‘in open court’ so that justice can be seen to be done? 


A car park was 
cleaved at the North 
Middlesex Hospital, 
Edmonton, recently, 
so that an R.A.F. 
helicopter could land 
a patient from Black 
Notley Hospital, 
Braintree, for oper- 
ation; a blood trans- 
fusion was given in 
mid-air. 


(£57 million the previous year); this increase is partly 

due to vaccine for Asian ’flu, to the release of pred- 

nisone and prednisolone for general use and to the 

increasing use of antibiotics, which accounts for 20 per 

cent. of the total drug bill. Nursing staff employed 
full-time in the hospital service numbered 138,677: 
of these 50,525 were trained nurses and 52,831 
student nurses. This shows a record number of 
student nurses, but the number of full-time enrolled 
assistant nurses continues to decrease. In the mental 
hospitals there is an overall increase in the numbers 
of nursing staff and student mental nurses. In the 
hospital midwifery service, however, there has been 
a fall in the number of midwives, although the 
number of births in hospitals continues to increase. 
There are 14,015 general hospital beds unused for 
lack of staff throughout England and Wales. 


In Helsinki: left to right, Miss Edna Jackson (U.K.), Miss 

Kyllikki Pohjala (Finland), Miss Theodora Turner (U.K.), 

Dr. Kenneth S. Maurice-Smith (U.K.), Miss Jemima Ewart 

(U.K.), and Miss M. Marriott (visiting Helsinki on her way 

to Lapland for a holiday), at a party given by the Finnish 

Nurses’ Association during the W HO Regional Conference on 
Public Health Nursing (veport next week). 
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‘bridge between two ward blocks. 
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To Study Journalism 


Miss BARBARA ALFORD, 
RMS.N., RM, 4H.V., OD.HA., 
arrived in London from Cape 
Town last week to start her year’s 
preparation before taking over 
the editorship of the South African 
Nursing Journal. She will be 
spending a few weeks in the 
Nursing Times office before and 
after her course in journalism, 
and through the courtesy of 
nursing administrators in the 
hospital and public health services 
will be able to see something of 
the practical side of our nursing services and professional 
organization. Miss Alford has had wide nursing experience 
since training in Cape Town at the Victoria Hospital 
and the Peninsula Maternity Hospital. She subsequently 
ualified as a health visitor and school nurse, being 
appointed to the District Nursing Organization in Cape 
Town in 1951 and in 1954 was seconded to the Carinus 
Nursing College. Studying for the Diploma in Hospital 
Administration, she became especially interested in nur- 
sing journalism and earlier this year won a scholarship, 
awarded through the South African Nursing Association, 
for scientific and industrial research in order to study 
journalism in relation to the nursing profession. 





UNUSUAL STRUCTURAL IMPROVEMENT 


Right: one of the 
six new wards. 
Miss Anderson, 
matron, and the 
matron of the 
Miller General 
Hospital are in 
the background, 
while a sister super- 
vizes two nurses 
making a patient 
comfortable. 


Below: matron 
shows Mr. Wheen 
one of the new 
bedpan washers. 


Above: the new ‘bridge’ 
linking the two blocks. 


















August 25 is the closing date for the 


LITERARY CONTEST 
for members of the Student Nurses’ 


Association 


There is still time, but not too 
much, to send in your entry 
for the contest announced in the NURSING 
TIMES of April 4 and in subsequent issues, includ- 
ing July 4 and August 1. Send entries with the 
coupon published to the Editor, Nursing Times, 
Macmillan and Co. Ltd., St. Martin’s Street, W.C.2. 


——_! 


More Money for Health Staffs 


THE 33,000 CLERICAL AND ADMINISTRATIVE hospital 
workers who were refused the Whitley-agreed 3 per cent. 
pay increase by the Government last autumn have been 
awarded a much larger increase by the Industrial Court. 
Immediate increases, back-dated to July, vary from 
4 to 20 per cent. In all cases there will be similar increases 
next July 1. The lowest total percentage increase will be 
8 per cent. and some of the more highly paid grades will 
get increases amounting to as much as £426 spread over 
the next four years. Negotiations are continuing on the 
pay of about 9,000 senior administrative officers, including 
some hospital secretaries, whose salary range at present is 
from £893 to £2,100 per year; increases will be of the same 
order and start from July 1 this year. 


£30 IN PRIZES. 
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at St. Alfege’s Hospital, 


Greenwich 


storeys high and contains new sanitary 
annexes, side wards and a sterilizing 
room. The steel and concrete construc- 
tion makes a startling contrast with the 
original brick and mortar building. The 
interiors of the linked ward blocks have 
been painted, new floors provided and 
each bed curtained. Overhead lights 
have been provided and all the centre 
lights have been arranged so that they 
can be dimmed at night. Mr. F. T. 
Wheen, chairman of the Greenwich and 
Deptford Management Committee for 
1952-58, declared the works of improve- 


.*. ALFEGE’s HospITAL, Greenwich, have just completed ment complete at a short ceremony on August 14; the 


an interesting structural improvement in the form of a 
The bridge is three South-East Metropolitan Regional Hospital Board. 





total cost was £46,000 met from monies provided by the 
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by W. H. ST. JOHN-BROOKS, M.B., M.R.c.P., Consultant Physician, 
West Cornwall. 


ISTURBED FUNCTIONS OF ORGANS, resulting in 
symptoms of which the patient is aware, are 
accepted as being commonly due to organic 
disease. Broadly speaking, the latter term 
includes illnesses due to congenital abnormalities, to 
infection, to trauma and to neoplastic and degenerative 
conditions, in all of which pathological changes in the 
organs concerned can be demonstrated. It is becoming 
increasingly recognized, however, that similar or identical 
symptoms may also be related to disturbances in the 
function of various parts of the body due to purely 
emotional causes and in the absence of organic changes. 
It seems probable, also, that emotional factors may 
actually determine the development of organic conditions. 
Illnesses of this type have been labelled ‘psychosomatic’ 
disorders, and although the name is open to criticism, it 
does emphasize the importance of the interdependence 
of mind and body in both health and sickness. The 
recognition and management of emotional illness have, 
however, by no means kept pace with advances in our 
knowledge of organic conditions; not least because these 
very advances, dramatic as they are, have tended to 
emphasize the ‘somatic’, or bodily, aspect of illness. 


Nature of the Problem 


The problem of the large and probably increasing 
incidence of emotional illness presents the greatest 
difficulty. Estimates vary, but probably over 30 per 
cent. of patients consulting a doctor are suffering from 
symptoms due wholly or significantly to emotional causes. 
Some would put the figure considerably higher. That the 
problem is one of such magnitude is generally ascribed 
to the stress and strain of modern life, but many sociologi- 
cal factors are involved. 

The problem of diagnosis lies mainly in the difficulty 
in distinguishing between the symptoms of organic and 
emotional disease. It is enhanced by the fear of the phy- 
sician, first that he may overlook an organic condition, and 
secondly, that he may have to take action about a patient’s 
emotional problems, with which he is perhaps by training 
and temperament ill equipped to deal. The increasing 
medical knowledge of the lay public contributes also to 
the difficulty, as most patients regard their symptoms 
almost exclusively in terms of organic disease and resist 
any suggestion of an emotional basis for them. 

The problem of treatment exists chiefly because of 
the skill and time needed to treat satisfactorily even a 
single case of established neurosis. For this reason the 
effort is often not made, even in the many early cases 
where simple methods would suffice to prevent further 
trouble. Though much more can be done on these lines, 
the problem presented by the very large incidence requires 
some solution not dependent on long and difficult treat- 
ment. Eventually this solution can only be found in 
prevention, and it is in the spread of knowledge of the 
mechanism of emotional illness, and in the education of 





Based on a lecture given at a joint study day of the Truro and 
Redruth Branches, Royal College of Nursing, and the Cornwall 
branch, Royal College of Midwives. 


parents, that hope for the future lies. 

A moment’s consideration will convince us that 
emotions, or ‘feelings’, can and do influence the worki 
of the body in many ways commonly encountered in 
everyday life. Someone we meet with red, watering eyes 
may have been through some smoke, or may have been 
crying. A patient with heart disease may suffer from 
palpitations after climbing a flight of stairs, but anyone 
with a normal heart may experience the same rapid, 
forceful heart action simply when frightened or angry, 
Similarly symptoms referred to any part of the body may 
occur as the result of distressing emotions. Some, such 
as vomiting from disgust or fear, or diarrhoea at times 
of nervous strain, are acknowledged to be-the result of 
emotional upset. With other symptoms, such as chronic 
indigestion or constipation, the connection is less obvious, 
This is usually because both the disturbing emotion and 
the resultant symptom are of long standing, and the 
relationship is less readily identifiable than in the case 
of a more dramatic episode with obvious effects. A 
frequent result of long continued nervous strain is 
increased muscular tension, which results in symptoms 
of pain in almost any part of the body. 

Of fundamental importance, if any attempt to 
understand and help these patients is to be made, is the 
realization that their symptoms are not imaginary but 
real, Any suggestion that their sufferings are ‘only nerves’, 
‘due to imagination’, or ‘only present in the mind’ is not 
only wrong but is likely to be strongly resented and thus 
to make very difficult any effort to gain the patient’s 
confidence and help him. It is quite indisputable when 
a person vomits or has diarrhoea, and there need be no 
greater doubt that when he feels palpitations his heart 
really is beating fast and forcefully. In many cases 
objective evidence is available; for example, we can 
actually see the change in colour of the skin, as a person 
becomes pink with embarrassment, white with fear, or 
red in the face with anger. 


Altered Function of Healthy Organs 


The mechanism of the alteration in the function of 
healthy organs as a result of emotional stresses is at least 
partly understood. Changes occur in the rate and timing 
of secretion from glands, as in the production of digestive 
juices and hydrochloric acid from the gastric mucosa; 
in the rate and force of muscle contraction, as in the 
smooth muscle of the intestine, causing diarrhoea, or 
in the cardiac muscle, causing tachycardia and palpita- 
tions; in voluntary muscle tone, causing spasm, limitation 
of movement and pain; and in the volume of blood supplied 
to different organs, especially the skin, the digestive 
organs and the muscles. These changes in rate, rhythm 
and force of normal function are controlled partly by the 
autonomic nervous system, which normally holds a 
balance between contraction and relaxation of muscle, 
and between stimulation and suppression of glandular 
secretion. An additional influence is exerted by chemical 
hormones, the secretions of ductless glands such as the 
pituitary, thyroid and suprarenal cortex and medulla, 
which pour their secretions directly into the bloodstream. 
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The perception of emotions, especially the most primitive 
and deep-seated emotions known as instincts, is the 
function of the most primitive and anatomically deep- 
seated part of the brain. The centres here are closely 
linked both with the hypothalamus, which controls the 
autonomic nervous system, and with the pituitary, which 
exerts considerable control over the other ductless glands. 

Normally we are unaware of the smooth functioning 
of internal organs; but if, as a result of marked emotion, 
their working becomes exaggerated, depressed or is not 
synchronized, symptoms result. If a man meets a tiger 
in the jungle, one of the effects of the fear he experiences 
is the release of adrenalin from the suprarenal medulla. 
This chemical has the effect of preparing the body for the 
fight or flight necessary to deal with the emergency. 
These are the appropriate measures in the circumstances. 
The pupils dilate widely, allowing a wider field of vision in 
which other lurking dangers or an avenue of escape can 
be noted. The blood pressure and pulse rate are promptly 
raised, which ensures an adequate blood supply for the 
necessary increased muscular activity. Blood vessels in 
the muscles are dilated for the same reason, while those 
in the gut are constricted, as digestive processes can 
clearly be temporarily suspended. The skin also is 
deprived of blood for the benefit of the muscles and the 
pallor that accompanies fear is apparent. 

It is worth noting the usefulness of these bodily 
reactions to fear, and indeed the normal reaction to 
unpleasant emotion is useful. These changes result in the 
man being better fitted to meet the danger of the tiger. 
Even such emotions as anxiety, guilt and anger normally 
have useful functions. If a mother has no anxiety for her 
sick child she may lose the opportunity of obtaining 
necessary advice. If people had no feelings of guilt about 
doing wrong, they would lose the restraint that makes 
them good citizens, while anger against injustice and 
cruelty may lead to beneficial reforms. It is when someone 
is swamped by the effects of emotion out of proportion to 
the circumstances that he panics as the result of fear, 
dithers in the face of anxiety, becomes obsessed by feelings 
of guilt or inadequacy and loses control to overpowering 
anger. 


Psychosomatic Disease 


It is clear that these changes, especially when they 
are the result of long-continued emotional distress, may 
be sufficient to induce actual organic changes. For 
example, although the mechanism of the production of 
peptic ulcer is by no means fully understood, it seems 
likely that a combination of circumstances, including 
changes in force of muscle contraction, in blood supply 
to the gastric mucosa and in the timing of the secretion 
of hydrochloric acid, as well as in its concentration, may 
lead to ulcer formation. An increasing range of diseases 
is now believed to be due to organic changes which are 
the result primarily of emotional factors. Examples only 
of those conditions whose position is least disputed include 
asthma, allergies, many skin diseases, peptic ulcer, 
ulcerative colitis, constipation, hypertension, thyro- 
toxicosis, rheumatoid arthritis and ‘fibrositis’. This gives 
an idea of the toll emotional illness can take. 

The nature of the factors giving rise to emotions with 
which the patient is unable to deal satisfactorily varies 
more than the emotions themselves. Any of life’s prob- 
lems may give rise to emotions sufficiently distressing 
to produce symptoms in some people, but the two basic 
emotions most commonly involved are fear and guilt. 
Anxiety is a useful descriptive term, but is really the same 
as fear. Complicated patterns of emotions may be 
responsible. A woman’s anxiety over some problem leads 
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her to be irritable and depressed; she may develop bodily 
symptoms. She begins to harbour resentment of her 
husband’s lack of sympathy and understanding, perhaps 
quite justifiably. Now, however, she experiences a feeling 
of guilt at feeling resentful and blames herself for her 
failure. Clearly the possibilities for the interplay and 
aggregation of complicating distressing emotions are 
endless and may involve the whole sphere of marital 
relationship. 

Many of her troubles she will prefer not to discuss, 
some she will prefer not to admit, even to herself, and of 
some she may not even be aware. Distressing feelings 
which are banished from consciousness have not however 
lost their power to do harm; it is in the subconscious mind 
that their power is greatest, both to influence the working 
of the body in the production of symptoms and to produce 
a climate of anxiety and distress, in which even intellectual 
processes are modified. Both these factors make the 
practical steps which she should take to get out of her 
difficulties harder for her to manage. 

Two points here are worth mention. First, there is an 
unconscious motive of gain which in some cases lies 
behind the development and, especially, the persistence 
of symptoms. The sympathy gained or the incapacity 
which illness produces may result in a temporary apparent 
solution of the problem. An example is the severe asth- 
matic attack which one patient developed whenever her 
daughter attempted to take a job away from home. 

Secondly, a very common cause, especially in the 
relatively mild and easily treated case, is the fear of 
organic disease. Once symptoms appear, for whatever 
reason, they tend to be regarded by the patient as evidence 
of organic disease in the part apparently affected. This 
occurs partly because his medical knowledge is either 
lacking altogether or, even worse, partial and distorted, 
and partly because an organic condition transfers the 
responsibility for cure to the doctor, and forms for himself 
a satisfying excuse for his failure to cope with his problems. 
To accept the idea of an emotional cause involves accepting 
personal responsibility for his symptoms and brings him 
face to face once more with the very problems he is trying 
to avoid. When this fear is the predominant one in the 
causation of symptoms, often in the form of fear of heart 
disease, of cancer, or of suddenly dropping dead, it is 
frequently relatively easily dealt with by full explanation 
of the true mechanism of the symptoms, and by reassur- 
ance reinforced by judicious use of the prestige of the 
doctor or nurse. Recognition of a patient’s anxiety at the 
first appearance of a symptom, followed by even a few 
words of common sense and comfort, may prove of far 
greater value than many hours of psychotherapy later. 
In the same way, an unsympathetic attitude or an inju- 
dicious comment, often misinterpreted by the patient, on the 
possible serious significance of a symptom, may crystallize 
fears in a patient’s mind which he will not thereafter 
readily admit, but which will be responsible for the 
persistence of the symptom. 


Emotional Immaturity 


Why is it that some people have a temperamental 
incapacity which leaves them at the mercy of their 
emotions, and hence at the mercy of external events, 
which are entitled to no such importance? It must not be 
thought that emotions, even unpleasant emotions, are 
wrong in themselves. Usually even the fears and resent- 
ments of the neurotic have a basis of justification. It is 
in their degree and their effect that they are dispropor- 
tionate. Emotions, as we have seen, may be useful, and 
we cannot in any case expect to go through life avoiding 
all circumstances liable to make us afraid, worried, angry 
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or resentful. The question is whether these conditions are 
to play a part in enlarging experience and building char- 
acter, or to be allowed to play havoc with men’s bodies 
and with their lives. 

Volumes can be. and have been written about the 
nature of the defect which determines that some people 
are unable to tolerate emotional stresses without develop- 
ing symptoms. Apart from the influence of heredity, 
it is clear that we become what we are because of what 
has happened to us, and it is not surprising to learn that 
the basic pattern of our response to emotion is laid down 
in childhood. The pattern develops and alters as we 
approach adult life in the same way as physical growth 
and intellectual development; but not necessarily step 
by step or in harmony with these. The all-important 
feature of the emotional life of the child is the need for 
love and for security, as is generally admitted. In the 
adult, however, who is emotionally as well as physically 
and intellectually mature, the need to be loved charac- 
teristic of the child, while it certainly persists as a capacity 
to receive love, is replaced in importance by the capacity 
to love someone else. This phrase does not of course 
necessitate ‘falling in love’ in the romantic sense, but 
means that an emotionally mature adult receives his 
emotional satisfaction in life through his feeling for and 
his attitude towards other people. He no longer requires, 
as he did in childhood, that other people provide him with 
security, affection, attention and protection. When this 
childhood attitude persists, as it may in people who were 
deprived of these advantages when children, there is 
emotional immaturity. The adult, though fully grown 
and mentally normal, or even intelligent, still uses the 
childhood pattern of response to emotion and is ill- 
equipped to deal with the ordinary problems of life. The 
result is that he cannot stand on his own feet. 


Faulty Nurture 


If we are to believe that neuroses in adult life are 
commonly due to lack of security and love in childhood 
then two further facts should occasion no surprise. First, 
that symptoms of such deprivation should be recognizable 
during childhood in children whose nurture is faulty; 
these of course are common and take many forms including 
shyness, sullenness, temper-tantrums, nightmares, nail- 
biting, thumb-sucking, enuresis and feeding problems. 
The presence of these features does not, of course, neces- 
sarily mean that the child is doomed to neurosis in later 
life, but it does mean that the danger is there. The trouble 
may be minor or temporary, or the child may make a 
later adjustment and develop into an emotionally mature 
adult in spite of his early handicaps. The tragedy 
is that such emotionally immature adults are incapable of 
loving their own children in the fullest sense, and become 
unsatisfactory parents in their turn. 

The second point is that we should expect to find 
that the child’s need of love is greatest and the danger of 
deprivation most serious in the early years of life. This 
is so, and it is certainly in the first five years, and probably 
in the first two years, that satisfactory nurture is most 
important. In fact, it is during the first few months 
of life, at the time when the infant is most helpless and 
its need for security greatest, that a satisfactory emotional 
relationship, especially with the mother, must be estab- 
lished. This is, or should be, the period of breast feeding. 
This natural function supplies the emotional, the physical 
and the sensuous needs of the baby, as well as the purely 
nutritional. Artificial feeding can never be a full sub- 
stitute, more particularly as the need to resort to the 
feeding bottle is far more often due to the fact that the 
mother does not want to breast-feed her baby than to any 
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other cause. This attitude on the part of the mother 
which she may not admit even to herself, is evidence of 
her failure fully to love her baby and is itself an emotiona] 
disorder, which may very well lead to a failure of mik 
supply and provide an adequate excuse for resorting to 
artificial feeding. 


Early Therapy and Prevention 


Severe and long-standing neurosis can only be 
treated by skilled and protracted psychotherapy, but 
realization of the extent of the problem and of the 
mechanism of emotional illness should enable anyone who 
has to deal with patients to recognize the symptonis in the 
early stages. Simple interest and sympathy will give the 
patient a chance to talk, and the time spent in this way 
at this stage is negligible in comparison with the demands 
a chronic neurotic patient may in his lifetime make on the 
medical and nursing services, to say nothing of the 
influence his illness may have on the lives of others. In 
the straightforward early cases which form the majority 
the patient will soon pass from discussion of his symptoms 
to that of his real problems, once he is given the oppor- 
tunity. This very process may result in considerable relief 
of tension. The fear of organic disease is common and often 
easy to deal with. Reassurance, with a simple explanation 
of the way emotions can cause functional disorders, will 
enable a patient to regard his symptoms from a point of 
view which no longer includes serious possibilities, 
Alternatively, arrangements may be made for proper 
investigations into the possibility of organic disease, 
Even problems for which no solution is possible may be 
faced in a different way by a patient who understands 
how disturbed emotions can both produce symptoms and 
impair his ability to deal with the problems which give 
rise to them. For all those who see a patient in the early 
stages of an emotional illness, the emphasis must be on 
preventing the development of a frank neurosis in these 
ways. Equally important is the avoidance of careless 
remarks which may reinforce the patient’s fears. 

It is only, however, in the management of children 
and in the education of parents that any real hope of 
diminishing the future incidence of neurosis lies. Parents 
must realize the intense need of the child, especially the 
infant, for love and security, and his vulnerability to fear. 
The childhood symptoms of insecurity mentioned above 
must be recognized as such and steps taken to provide 
what is lacking, remembering that failure is often due to 
ignorance or to mistaken theories of child upbringing as 
well as to lack of love. At the same time as steps are taken 
to remedy the child’s insecurity, manifest in his symptoms, 
attention should be, as far as possible, distracted from the 
symptom itself. This implies an attitude to the symptom 
which involves neither reward nor punishment, praise 
nor blame. Any indication that the symptom matters 
to the mother will merely impress the child with its 
importance. Her anxiety will communicate itself to him, 
and her disapproval will fix the symptom the more firmly. 

Far more satisfactory, and indeed far easier, is to 
avoid these troubles at the outset. The baby with whom 
his mother establishes a satisfactory relationship, 
especially as regards natural feeding, in the first few 
months, is not likely to fall into fear. From his mother 
he receives security, confidence and protection. Armed 
with these he can face the problems of childhood without 
trouble, in the knowledge that he has his parents’ love 
and support available when circumstances require it. 
As an adult he becomes emotionally mature, poss 
of courage, independence, self-confidence, a capacity to 
love others and, perhaps most important of all, because 
it includes these qualities, the capacity to be a good parent. 
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THROUGH THE OPEN. DOORS 


looks at a Mental Hospital 


WENTY-ONE YEARS in teaching hospitals is not 

calculated to broaden one’s vision of the nursing 

world; if anything, it engenders a glasshouse 

mentality. Thoughts of padded cells, attendants 
and Brother Lunatic wandered through my mind as I 
stepped off the bus, but, walking up the broad drive of a 
well-known mental hospital, I remembered the words of a 
speaker at a recent mental health conference. He claimed 
that planners of mental hospitals a hundred years ago 
were far ahead of their time; they built well, away from 
the towns, usually on high ground, where there was an 
abundance of fresh air and a good water supply. It is a 
depressing fact that personal experience is often the only 
thing that teaches us anything—and, seeing this large 
building surrounded by lovely grounds in this peaceful 
East Anglian countryside, the truth of the speaker’s 
remarks struck me forcibly. 


A Refuge in the Right Setting 


Here at least was the right setting for asylum —refuge 
from a world where rush, anxiety and tension contribute 
even more today to mental breakdown than did the dark 
satanic mills of the industrial revolution when so many 
of our mental hospitals were founded. 

I found the deputy matron; comfortable, humorous 
and hospitable. Why are midwives and mental nurses so 
much more cheerful than general hospital nurses? I asked 
her and she laughed, and went on to explain that when 
patients were so often depressed and melancholic it was 
up to the nursés to try to restore a balance, not in that 
bright and irritating manner so often depicted on the 
— and screen, but because on the whole life was 
good. 

We chatted and the relaxed atmosphere of the place 
became increasingly apparent; this was unlike the usual 
administrative office; human frailty and fallibility was 
tecognized and accepted. Here was respect for personality ; 
personality of the patient and personality of the staff. 
This was very evident at lunch taken with matron and 
her deputy, the chief male nurse and his deputy and the 
medical superintendent. Here were five people, keen, 
enthusiastic, anxious to answer all the idiotic questions 
of the newcomer, respecting each other’s views and inter- 
ested in everyone’s reactions. Here were the five com- 
ponent parts of the dynamo that made the place tick. 

After lunch I toured the hospital with the chief 
male nurse, and, because I am beyond the age when one 
feels that to ask questions is to be thought ignorant, I 
asked all I could think of. In this hospital of 1,000 beds 
there are far more women than men. Apparently this sex 
difference varies in different districts; in the south of 
England there are about three women to one man, in the 
midlands there are about equal numbers and in the North- 
erm Kingdom there are more male patients. Although 
traditionally the men are looked after by the male nurses 
and the women by the women, this distinction is gradually 
disappearing. 

In this hospital, ‘block’ electroplexy is done daily, 





five times a week, by a team of nurses, both male and 
female, working with the doctor and anaesthetist. 
Similarly deep insulin comas are managed by a mixed 
team of nurses. 


No Locked Doors 


There are no locked doors anywhere; I repeat, no 
locked doors anywhere. The patients come and go as they 
please, in the grounds, into the various departments for 
woodwork, art therapy, occupational therapy, and in the 
fields. Visitors are free to come and go as they wish, 
because with country buses it is not easy to limit visitors 
who come from a large catchment area. (This unfortunate 
phrase, for those who have not got beyond the preliminary 
exam. stage, has nothing to do with water supplies. It 
means the area from which the patients are drawn.) Much 
of this mingling of patients with each other and with the 
visitors is centred around the hospital shop in the com- 
munity centre. It was a touching sight to see an old man 
shuffle up to the counter, buy a bottle of lemonade and 
carry it, with what looked like triumph in his eye, to a 
middle-aged woman sitting at one of the small tables. 

The patients are paid cash for various work they do 
in and around the hospitals. No tokens, no coupons, hard 
cash: up to 9s. a week for hospital maintenance work, but 
union rates for work outside. It was a great surprise to 
learn that many patients go out to work every day, work 
side by side with other workmen and return at night to 
the hospital which is their home and their centre of 
stability. 

Unless the patient himself chooses to tell his 
workmates, only the management knows his address. 
Within the hospital itself there is a small workshop where 
the patients make small parts of radio kits for a famous 
firm; here, under the guidance of a nurse, they make 
small, often intricate, parts and sort various nuts and 
bolts into plastic bags which are the basis of ‘do it your- 
self’ kits. They are all paid piece-rates for this. 

The nurses are incredibly adaptable; they lead teams 
in the gardens, in the fields, in the piggeries and in the new 
poultry project which is just being started, and in the 
evening return to the wards for more usual nursing duties, 
such as bedmaking and sedation. Although this hospital 
has nearly a thousand beds, I saw only about a dozen 
occupied by the sick —the emphasis is to keep the patients 
up and occupied and to give them incentives. 


Regular Meetings at All Levels 


There are regular meetings at the administrative level 
with sisters and charge nurses. Then there are ward 
meetings where patients ask for what they want; when a 
request is submitted to the medical superintendent, they 
usually get it. One charge nurse told me that out of every 
six suggestions they always got one good one! So the 
wards have been brightened by gay paint, bright curtains 
and wall decorations asked for by the patients, and in most 
instances the raw materials are either supplied by the 
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hospital or the relatives and the patients execute their 
own ideas. Nearly all the wards have television which I 
understand has proved one of the biggest boons of recent 
years in mental hospitals. 

I went into one male ward, a large lofty ward divided 
in half by a curtain; beyond the curtain was the dormitory, 
the beds painted eau de nil by the patients and the charge 
nurse. The other half was the dining-room with a day 
room beyond. Here all the men were getting their tea; 
one boiling the kettle, the others setting the table and a 
few watching Goodwood on television. No nurse was in 
sight; in fact I was told that no nurse was on duty until 
the evening, but all was orderly and going like clockwork. 
They all knew that in the ward below was another charge 
nurse whom they knew well and who could be called upon 
should he be needed. Within this familiar environment 
they were coping extremely well. 

At night all is locked up; just like a house, said the 
matron. Several of the wards have no night nurse, but 
of course night sister is always doing her rounds. The 
wards are locked, but there is a key inside in a glass box 
that can be broken open if needed, rather like a fire key, 
and a telephone that the patients can use to contact a 
nurse if needed. 

Apparently the desired nurse/patient ratio is 1: 4; 
this hospital had 1 : 7 meaning that about 140 nurses were 
looking after nearly 1,000 patients. The open-door system 
requires more, not less nurses, because patients require 
more overall supervision if they are free to wander about. 
About half the patients are voluntary and this number is 


increasing fairly rapidly. Decertification is apparently 
easier than certification nowadays, contrary to the popular 
view gained from the press. 

Nurses in general hospitals always feel slightly guilty 
about doing nothing; here nurses are taught to do nothing 
with their hands but to use their eyes and their heads and 
to talk to the patients, getting to know them. Many 
patients will spend the rest of their lives in hospitals and 
so they fit into this particular community; a far higher 
proportion today will only have a short stay, or perhaps 
only attend as outpatients, receiving some form of modern 
therapy—electroplexy, insulin or drugs. With the tran- 
quillizers, physical restraint has been replaced by chemical 
control; sedation by intravenous chlorpromazine or 
sodium amytal has supplanted the strait-jacket and the 
padded cell; occupational therapy in all forms provides 
therapeutic diversion; television diverts the inner eye, 
Behind all this relaxed atmosphere of the hospital the 
dynamic mentality of the staff is planning, working, 
scheming and thinking ahead. 

I asked matron if she lived out, as do most of the 
nurses. ‘Bless you, no”, she replied. “I’ve far too much 
to do before I retire. I must achieve so much every year 
and I’ve several years to go.” She took me to the station 
in her car, talking all the time of plans for the future. So 
much to do. With a wave of her hand she was off. So 
much to do. All the people in the train were her potential 
patients, including myself. I felt I’d come a long way in 
five short hours. 

P.D.N. 


Peter leaves his Appendix in France 


by M. L. ABERCROMBIE 


HEN HE WAS ABOUT THREE YEARS OLD, Peter 
had been in hospital to have his adenoids re- 
moved. We had done what we could to reassure 
him beforehand —walked him round the hos- 
pital, shown him where his father would be working near- 
by. He had seen the nurses, ‘blue ladies’ he called them, 
crossing the road to post a letter. But we had been told, 
and had told him, that he would be in hospital for only one 
night, and in fact he was there for four. We were not of 
course allowed to see him, but when we went to fetch him 
we found him playing at a Jittle table in a bright ward 
with other children in all stages of convalescence; the 
nurses were brisk and cheerful and all seemed well. 
But we understand pitifully little of what goes on in 
a child’s heart. Peter never referred to this experience and 
we did not discover until four years later how deeply he 
had felt it. By this time interest in the reactions of 
children to hospitalization had grown fast. Iilustrated 
(December 9, 1950) published some remarkable photo- 
graphs by Planskoy of children in hospital. When Peter, 
then aged seven, saw these his face flushed and his eyes 
filled with tears. At first he couldn’t bear to look at the 
sad child whose mother had left him; he rushed over the 
page to the happy one. But he returned again and again 
to the sad child, and after a time he emptied his money 
box on to the picture in an attempt to cheer him up. 
Our memories of all this had been reawakened by the 
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recent discussions about the bad and lasting effects on 
young children of staying in hospital. Imagine our appre- 
hension then, at hearing on the day after arriving in a tiny 
remote village in Brittany that Peter, 10 years old, know- 
ing no French, must be operated on immediately. 

His illness had started without warning. When, during 
the first night in this strange place, he began to be sick we 
tut-tutted about continental food hygiene; but by after- 
noon a doctor from Paris who, to our great good fortune 
was holidaying in the same village, had diagnosed acute 
appendicitis and advised immediate operation. He recom- 





THE AUTHOR STATES: There are two aspects of the 
admission of mothers with children to hospital that I 
would emphasize because in focusing attention on the 
major topic of the immediate emotional needs of the 
child, these side-effects may be overlooked. One is the 
lasting benefit for the parents as well as for the child of 
shared experience of a critical event such as hospitaliza- 
tion; the other is that the mother can learn a great deal, 
as in no other way, from intimate contact with skilled 
people dealing with the sick. A mother’s stay in hospital 
with her child, if properly integrated with the work of 
the hospital, can be an extension of her health education, 
an experience which decreases fear and ignorance, 
increases sensitivity and resourcefulness, and in general 
gives hey a more useful attitude to illness, to hospitals 
and to nurses and doctors. 
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mended a hospital in the nearest town run by an order of 
nuns. We did not need to explain to him our apprehension 
about the reactions of children to hospital, for he was an 
admirer of the work of Bowlby. He thought it very likely 
that the Sisters would let me stay at least the first night 
with Peter. So he made arrangements with the surgeon 
and himself drove us into the town some 20 miles 
away. 
By nine p.m. we were in the hospital, in a pretty little 
een room next to the operating theatre with two beds, 
and before half-past, an inert Peter, smelling of anaesthetic 
and disinfectant and minus his appendix, was brought in, 
and tucked into one of them. He was followed by a Sister 
carrying something white cupped in her hands, her face as 
radiant as a child’s looking at a newly-hatched chick. She 
put this gently in my hand and when I turned back the 
fold of lint there lay the rest of Peter. When I offered to 
show it to Peter next morning, he turned away with a 
shudder, so his father took it and pickled it in a medicine 
bottle until he asked to see it. Then he kept it beside his 
bed, ‘because after all it was mine and it didn’t mean to 
be a nuisance’. 


Mother Stays in Hospital too 


It was taken for granted that I should want to stay 
the night at the hospital, and indeed I stayed until the 
night before Peter was discharged, though the Mother 
Superior was concerned that I should not sleep well and 
apologized for the chaise-longue which was pushed in from 
the corridor. The Sisters gave me a glass of sweet, pink, 
bland fluid of which he could have a teaspoonful every 
now and then just to moisten his lips, and left us for the 
night. The occupant of the other bed was an old man who 
had had nine operations, but was by no means bored with 
Peter’s modest one. He looked terribly ill, so frail you 
would think he could not lift the water bottle, but he was 
able to fend for himself and each day dressed and put on 
acap to take his promenade along the corridor. He offered 
me a pretty little blue quilt from his bed if I should be 
cold, and throughout the night gave me advice, making a 
running commentary on Peter’s behaviour, as he tossed or 
snored or groaned ; though I understood very little of what 
he said, his kindness needed no interpretation and was 
very comforting. 

My husband came each day in the morning and 
stayed until six in the evening, so that one or both of us 
could be with Peter all the time, except when we went 
out together for our midday meal. 

After three days it was time for the old man to go. 
When the Sister took out the old man’s stitches she called 
me across to admire the scar, glowing with pride and 
pleasure at the accomplishment of healing. But how 
sensitive she was to what Peter might be thinking! His 
scar she said, would not be a great long one like this, but 
only very very small. 

A boy of eight came into the old man’s bed for the 
same operation as Peter. My husband and I went out for 
half an hour to give the new patient room to move in. 
When we came back his mother was at the window mend- 
ing a sock, his father read a newspaper, and by Peter’s 
bed sat the patient himself, a brown wiry little body 
already in pyjamas. The two boys were playing dominoes 
with the solemnity of chess experts in silence imposed by 
language difficulties. Children’s games, we found, are far 
less subject to national variation than are other activities. 
The French drink coffee at seven in the morning when we 
drink tea: the antiseptic they use is a strange and frighten- 
ing red colour and you dare not drink their tap water: 
they take temperatures not in the mouth, but at the other 
end: but the ways of playing Lotto or Pairs or Beetle are 
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international. 

In due course, Jacqui was taken to the operating 
theatre. Soon another inert little patient lay in the 
opposite bed, a glass of pink drink beside him. There was 
a fold of lint too on the window sill, but Jacqui’s mother 
seemed not to like this very much and gave it back to the 
radiant Sister. Early in the evening another chaise-longue 
was put beside Jacqui’s bed and both mothers stayed the 
night. Jacqui’s mother did not sleep with us after the 
first night for she had another young child to look after, 
but she spent all day with him. Sisters and brothers and 
aunts and uncles and cousins came to visit him and they 
all shook hands with us and gathered round to stare at 
the English boy who had had such bad luck on the first 
day of his holiday. They chattered and played games 
and blew bubbles and there was a hullaballoo when a 
two-year-old pensively emptied the bottle of bubble 
solution on to the floor. 

So each day we watched Jacqui’s progress through the 
stages Peter had passed three days ago: from sips of pink 
liquid to a real drink of lovely water; to vegetable broth; 
then potato purée and ham; from tossing under the effects 
of anaesthetic to quiet sleep; from the torture of first 
putting his feet to the ground to the painful hobble along 
the corridor. They believed in getting people up quickly, 
the Sister proudly explained; in the modern way just as 
in Paris; it was quite safe, and much better. 

A week after the operation we left the hospital. I felt 
that I had witnessed and taken part in a way of treating 
the sick that was quite different from what I had ex- 
perienced before. My own memories of hospital at Peter’s 
age were of sheer terror at entering the operating theatre, 
of waking in the dark to the misery and horror of vomiting 
blood, and of being scolded for not having found something 
to be sick in. Since then I have been three times in different 
hospitals, never seriously ill, never terrified, never scolded. 
Because it had all happened to me before, I knew that the 
effects of anaesthetics however revolting could not last for 
ever, that the domination of pain would pass, and the 
horror of having part of oneself mutilated would resolve 
itself. But each time I felt cut off from familiar things, 
that what was happening had no continuity with ordinary 
life. 


Symbolic Significance 


In the hospital in Brittany it all seemed different. 
The Sisters were very skilful and very kind, but so were 
other nurses I had known. But some things there seemed 
to have great symbolic significance. The outer door of 
the hospital was always open and visitors came and went 
at all times. When the surgeon came round there was no 
special smoothing of coverlets, no drill, he just drifted in 
and out. No screen was put around the old man’s bed 
when his stitches were taken out; the Sister invited us as 
it were to share their joy in the miracle of healing. When 
they gave us Peter’s appendix it was as though they said 
‘we give you back what we took from you—it is for you 
to throw away if you want to, not us’. In the way the 
Sister carried it, there was respect for living tissue, even 
when diseased. And incidentally, it seemed to me such a 
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good idea that a surgeon should give tangible account of 
what he had done, as it were, to those he had done it to, 
though I did wonder where they would draw the line. 

But for a child patient particularly, by far the greatest 
difference was in having some familiar person there all the 
time, especially in the night. The nights are long. Visiting 
hours are not. less of the same thing; they are quite 
different. How well I remember the boring, anxious wait- 
ing on the clock, the tongue-tiedness after a few questions 
and answers, the lump in the throat at parting. But when 
somebody is there all the time it is quite different. Then 
it is possible to say things just as they come into your 
head—“‘Shall I ever get well again?”’ or “I feel hilariously 
better’, as the case may be; and “Will it hurt when the 
sticky plaster comes off?” or “I touched it accidentally 
and it’s guite all right’. 


A Case Study 





Pre-frontal 





The most critical times are just before the operation, 
when the child may be suffering strange fears of what is 
going to happen to him, and at the first awakening from 
the anaesthetic when there may be pain and great physical 
discomfort and everything about oneself and the world 
around is horribly changed. At such times a familiar face 
and voice give some feeling of comfort and security which 
the kindest and most skilful strangers cannot give. In the 
other hospitals I had known, the patient seemed organized 
for isolation, as though it was not only germs that had to 
be kept out, but the whole familiar world; the sick child 
must be kept from its parents, and the parents from the 
sick child. But here the outside world flowed in; experience 
of being ill was linked with the familiar, with the past and 
the future. We three can say ‘Do you remember?’ about 
things we might otherwise have wanted to forget. 


Leucotomy 


by E. MULLANE, s.R.N., R.M.N., R.M.P.A., D.N.(LOND.), 
Assistant Chief Male Nurse, Roundway Hospital, Devizes, Wilts. 


HE PATIENT came from a healthy family, and 

developed quite normally. He married at the age 

of 21; his wife was 22, and they led a happy 

married life. He had a family of two boys, now 
aged 29 and 26 years respectively; both developed nor- 
mally, were industrious, and on excellent terms with their 
parents. There was no evidence of domestic tension or 
upheavals, and the patient’s home life could well be 
described as quite happy and contented. Although not a 
robust type, his physical health was average. 

He was a boiler-maker in a British Railways factory; 
he got on well at work, was popular with his colleagues 
and was described by his employers as conscientious, 
punctual and painstaking. He was interested in most of 
the outdoor sports, particularly football. His chief hobby 
was gardening. 


Previous Personality 


Mr. X. was described by his wife as a quiet, reserved 
type of man, always even-tempered and kind. Although 
he mixed with many people, both at work and recreation, 
he had few close friends. 

The first change in his mental attitude was noticed 
about six months before his admission to hospital. It 
followed an accident at work, in which he sustained an 
injury to his back. This made him worry unduly, and to 
have doubts about his future ability to continue at work. 
He returned to work after two weeks’ absence, but 
continued to appear worried and anxious. He also 
appeared to tire more easily and was inclined to neglect 
his usual hobby, gardening. He lost weight; this worried 
him a great deal as he felt he might be developing tuber- 
culosis. Medical reassurance did not remove this fear. 
He slept badly, suffered from indigestion and was 
frequently constipated. 

On August 4 he tried to gas himself in the kitchen 
oven, and this resulted in his admission to hospital on 
August 5. He appeared to be severely depressed, self- 
absorbed and worried. A thorough physical examination 
revealed no abnormalities, but it was obvious that he had 
lost some weight. His replies to questions were slow and 
short but, apart from general dulling, his intellectual 





faculties appeared intact. There was no evidence of 
delusions or hallucinations. The only spontaneous remark 
he made during the admission examination was “I would 
be better out of it all.’’ 

For the next three weeks the patient was nursed in 
bed and was kept under continuous but unobtrusive 
observation. Constipation was severe; this was corrected 
by simple enemata on alternate days during the first 
week, followed later by magnesium sulphate aperients 
when necessary, until a fairly regular bowel habit was 
established. Appetite was very poor, and it demanded 
great skill and tact on the part of the nurses to ensure that 
he had adequate nourishment. 

During the greater part of the day, when it was fine 
enough, his bed was placed on an open verandah with a 
pleasant outlook over the hospital gardens. Every effort 
was made to arouse interest in his surroundings, but with 
little success. 

A course of electro-convulsive therapy (ECT) using 
Scoline and Pentothal was started. The treatment was 
given twice a week. On each occasion he recovered 
satisfactorily and complained of no ill-effects. He was 
given a total of 10 treatments, but there was no improve- 
ment in his mental condition; he still remained self- 
absorbed and worried. 

The ward had a comprehensive, organized recrea- 
tional programme, which included many games in which 
the patient was known to be interested. He displayed no 
enthusiasm to take part in any of these activities. He 
participated when invited to do so, but always appeared 
relieved when the game ended or was abandoned for some 
reason. During walks in the countryside, Mr. X. was more 
disposed to discuss his feelings and, on these occasions, 
it was quite evident that strong feelings of guilt still 
persisted. 

Continuous observation was still maintained and on 
one occasion a sharp piece of metal was seen to drop from 
his pocket as he removed his handkerchief. When asked 
where he had found it, or for what purpose he intended to 
use it, his replies were ‘I can’t remember” and “‘I don’t 
know’. 

On October 7 Mr. X. was transferred to the insulin 
therapy department, and modified insulin therapy was 
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‘started. 





Insulin was given six times a week by intra- 
muscular injection into the upper outer quadrant of the 
gluteal region. 

The starting dose given to the fasting patient at 
7 a.m. was 10 units; this was increased daily by 10 units 
until October 17 when, following a dose of 100 units at 
7 a.m., he showed symptoms of hypoglycaemia: at 8.20 
a.m. pallor, perspiration and acute restlessness. The hypo- 
glycaemia was interrupted immediately by giving 3 oz. 
of glucose in 10 oz. of warm water. The dose of insulin 
was reduced to 90 units daily, and remained at this level 
throughout the treatment. Interruption of hypoglycaemia 
was effected each day at 10 a.m. by giving 2 oz. of glucose 
in 6 oz. of weak tea. 

During the first week of treatment there was a marked 
improvement in Mr. X.’s appetite; this was maintained 
and he quickly put on weight. There was also a slow but 
steady improvement in his mental condition. He now 
took more interest in his surroundings and, although still 
lacking initiative, with encouragement he took part in 
many of the occupational and recreational activities of 
the ward. In conversation he still expressed strong feelings 
of shame and guilt which did not appear compatible with 
his improved behaviour. It was, in fact, difficult to assess 
his true feelings. 

December 31. During breakfast, following insulin 
treatment, Mr. X. complained of sudden severe pre-cordial 
pain, spreading into the epigastrium. He appeared pale 
and had some difficulty in breathing. His pulse rate was 
80, regular and good volume, blood pressure 125/80. The 
condition resembled coronary thrombosis. He was 
transferred to the medical ward, given morphine, gr. @, 
and kept at complete rest. An electro-cardiograph taken 
on January 1 was normal. There was no recurrence of the 
symptoms. 

January 4. The patient was transferred to a con- 
valescent ward. Although still slightly apprehensive and 
lacking initiative, there was general improvement. He 
regularly attended the hospital cinema, concerts and 
church services, and looked forward to these events. He 
was a keen football fan and was a billiards player of more 
than average ability. 


On Parole in the Grounds 


February 9. The special observation against suicide 
was now relaxed and Mr. X. was given a parole card 
which permitted him to go, unaccompanied, anywhere 
within the hospital grounds. This he took full advantage 
of, and quickly became acquainted with the various 
departments of the hospital. He attended occupational 
therapy classes in the mornings, and the afternoons he 
usually spent walking alone in the hospital gardens or 
on the recreation ground. His physical health was quite 
good, his appetite was fair, and his weight remained fairly 
constant. He still remained somewhat aloof, and worried 
unduly about minor breaches of ward discipline. Although 
continually reassured, he still lacked confidence and 
initiative. 

March 9. From a list of selected occupations the 
patient elected to start work in the hospital stores. He 
worked an average of about four or five hours each day. 
The work was not exacting; it involved only slight 
Tesponsibility and little physical effort, but it kept the 
patient occupied and continually brought him into 
contact with people. The storekeeper’s reports showed 
that Mr. X. was quiet, did his work well, but appeared 
nervous and lacking in initiative. 

May 26. Mr. X. was discovered by a male nurse in 
the lavatory in the ward gardens, having made a wound 
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in the left side of his throat with a knife which he had 
taken from the stores. He struggled to retain the knife 
but was overpowered and taken immediately to the 
adjacent observation ward. He was put to bed immedi- 
ately and treated for shock. The haemorrhage was easily 
controlled as no major blood vessels were damaged. He 
was given an injection of anti-tetanus serum, the wound 
was cleaned, and five sutures were inserted. When asked 
why he did it, he stated that he was depressed and had a 
sudden urge to do away with himself. He was now placed 
under special observation and his parole permission 
withdrawn. The wound healed by first intention, but his 
mental condition deteriorated. He was now quite prepared 
to discuss his feelings with members of the staff or patients 
or, in fact, with anyone who would listen, stating that 
he was ‘useless’, that he would ‘never recover’, and that he 
‘did not deserve to recover’. In the months that followed, 
despite much psychotherapy, reassurance, occupational 
and recreational therapy, his mental condition remained 
basically unaltered. 

December 17. A course of ECT, using Scoline and 
Pentothal, was started. The treatment was given twice 
a week. On each occasion Mr. X. recovered satisfactorily 
and complained of no ill-effects. The first signs of 
improvement were noted after the 10th treatment, when 
he developed a much greater interest in his surroundings, 
assisted with the ward work and joined in recreational 
activities. Two more treatments were given, making a 
total of 12 in all. The improvement continued for approxi- 
mately three weeks after the completion of the treatment, 
when again he relapsed into his former state of depression 
and guilt feelings. It was also evident that strong suicidal 
tendencies persisted. 


Leucotomy Considered 


June 10. A distressing feature of the patient now 
was the fact that he took a morbid interest in the com- 
plaints of new patients, particularly the depressed patients, 
and generally tended to spread gloom and despondency 
in the ward. Transferring him to a different ward did not 
improve his condition, nor did it remove his interest in 
the complaints of other patients. He now remained 
constantly depressed, was occasionally agitated, his 
appetite was poor and he was frequently constipated. 

August 12. The patient’s wife was interviewed and 
the question of a leucotomy discussed. The nature of the 
operation, its complications and possible results were 
carefully explained to her. She agreed to the operation 
but asked that the date be postponed for about three 
months, in the hope that her husband’s condition might 
spontaneously improve. His condition, however, did not 
improve. Written permission from Mr. X. and his wife 
was obtained, and preparation for operation was begun. 

A thorough physical examination, including chest 
X-ray, electro-cardiograph and estimation of renal 
function disclosed no contra-indications. The night before 
operation the scalp was shaved, surgically cleansed and 
covered with a sterile towel. A simple enema was given 
and Mr. X. slept about 6} hours with the aid of sodium 
amytal, gr. 6. 

January 18. A pre-medication of morphine, gr. 3, 
and atropine, gr. zoo, was given 15 minutes before 
operation. Pre-frontal leucotomy was performed under 
Pentothal, nitrogen and ether. 

The patient was received into a warm bed and nursed 
flat with the head to one side until he recovered from the 
anaesthetic. Colour was slightly flushed, pulse 110, 
respirations 18. Stimulants, oxygen and carbon dioxide 
were at hand. A quarter-hourly pulse chart was main- 
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tained, and watch kept for retention or incontinence of 
urine. 

On recovering from the anaesthetic, Mr. X. was 
restless and attempted to pull at the bandages. A nurse 
was on special duty at his bedside. The patient’s head 
was raised on two pillows. He spent a restless night and 
slept for short periods only, although given morphine, 
gr. #, at 10 p.m. 

January 19. Mr. X. complained of headache, and 
was put on codeine tablets, one as necessary, which gave 
relief. He was orientated, had a light breakfast of toast 
and marmalade, and stated he felt ‘brighter and com- 
fortable’. He had a good day, appeared comfortable and 
relaxed. Sodium amytal, gr. 3, was given at 10 p.m., and 
he had a good night, sleeping about seven hours. 

January 20. Mr. X. had a good day and took more 
interest in his surroundings. He had slight congestion 
of the lungs and was raised to the Fowler position and 
encouraged to cough and breathe deeply. He co-operated 
well. His appetite was very good. He was given sodium 
amytal, gr. 3, at 10 p.m. He had a rather restless night, 
was rambling in speech, and slept for about four 
hours. 

January 21. Satisfactory progress was maintained. 
Mr. X. read the daily paper and commented on the news 
(very unusual for him). He appeared relaxed and un- 
disturbed by any activities going on around him. Sodium 
amytal, gr. 3, was given at 10 p.m. He slept well. 

Next day sutures were removed; the wounds were 
healing well. He was incontinent of urine on two occasions, 
but did not appear at all disturbed. In conversation it 
was evident that he was much more self-assured, and was 
capable of taking a detached view of the problems that 
worried him so much before his operation. He stated 
that he was pleased he had had the operation, but felt he 
had wasted time. 

January 23. He got up for the first time since his 
operation and spent about two hours sitting in an arm- 
chair. He complained of no ill-effects and by the end of 


IDEAS OF VALUE 


condition, often works out gadgets which can be of 
use to other sufferers from a similar disease. A letter 
in the British Medical 
Journal of June 21, 
from a patient with 
disseminated _ scler- 
osis, describes such a 
device necessitated 
by complete lack of 
control of urinary 
function. 

“As the wearing of 
a rubber urinal had 
proved a _ constant 
trouble from soreness 
caused by straps and 
leakages due to lack 
of a perfect fit, my doctor and Mr. Gurney, of Messrs. 
Colliver Fisher Ltd., devised a urinal which, when one is 
in an armchair clothed in pyjama trousers and a rug, 
completely solves the problem without the need for 
emptying for periods of up to 10 hours at least. The 
gadget is made from a car exhaust pipe, suitably bent, 
soldered into a car headlamp case which has had the glass 


T= PATIENT, having personal experience of a 
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a week was getting up after breakfast and staying up for 
the remainder of the day. 

February 24. Reviewed over the past month there 
was steady improvement in all respects. The patient was 
more alert, was not lacking in initiative, and enjoyed the 
various occupational and recreational facilities available. 
His relatives visited him regularly and were extremel 
pleased with his progress. He now looked forward to these 
visits. 

April 6. He was granted permission for four days 
home parole. His family reported that he was normal in 
every respect —‘really his old self again’. When he returned 
he gave 72 hours’ notice of his intention to leave. 

April 12. The patient left hospital accompanied by 
his wife. 

May 23. At the outpatient clinic, Mr. X. stated that 
he felt well, did not feel at all depressed, slept well, that 
his appetite was good and that he had in fact put on 5 lb. 
since his discharge. He now felt quite confident that he 
was fit to return to work and was awaiting an interview 
with his firm’s doctor. 

May 27. The psychiatric social worker visited his 
home. His wife stated that since his discharge his 
behaviour in all respects was quite normal, that he was in 
fact more placid and easy-going than she had ever 
previously known him.. Prior to his breakdown he tended 
to worry a great deal over rather trivial matters but this 
was no longer the case, he was now quite happy and 
contented. He resumed work with his former employers 
on July 4. 

August 15. The psychiatric social worker visited his 
place of employment. His employers stated that his work 
was Satisfactory but that he tended to be rather slow and 
lacking in enthusiasm. He mixed well with his colleagues 
and the general opinion was that his behaviour was 
completely normal. 


(The author wishes to acknowledge the kind permission of Dr. 
Gordon-Russell, physician superintendent, to publish this case 
study.] 


Patient with Disseminated Sclerosis 


replaced by metal, again soldered on.” 

“Another device consists of the mere addition of a 
piece of car radiator tubing which fits tightly into the neck 
of the ordinary plastic urinal. The purpose of the tubing 
is to extend the neck of the urinal so that it can be placed 
at one’s side in bed—often necessary when legs are having 
spasm.” 

In subsequent correspondence with the writer, he has 
made one or two other suggestions that might well be of 
use to nurses. The application of strong pressure on the 
lower abdomen to empty the bladder completely gives 
some minutes of complete safety before moving from one 
room to another. To overcome the strong flexor spasm of 
the legs, a long strap (originally used by the writer to 
secure his camp kit when overseas with the RAF) encircles 
the whole bed and meets across the patient’s knees. This 
enables the legs to be held flat, but a rubber ring is inter- 
posed between the knees and the strap to prevent skin 
excoriation. Thus strapped down, the sitting position is 
rendered physically easy instead of leaving the patient in 
a precarious state of balance with a bottle in situ. 

All readers of the Nursing Times will want to thank 
the writer, G.E.G.D., for his generosity in passing on these 
hints to other sufferers. We all wish him well in over- 
coming his handicap. 
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Below FISHPONDS HOSPITAL, 
BRIS! OL. Miss P. A. Tandy receives 
matron’s prize from Mr. H. M. Scott, 
chairman of the Nursing Services Committee, 
South-Western Regional Hospital Board. 
Miss Twndy also received the medical superin- 
tendent's prize for the best all-round student. 


Right NORTH STAFFS ROYAL 
INFIRMARY, Stoke-on-Trent. Dame 
Elizabeth Cockayne with prizewinners. Gold 
medals weve won by Miss M. R. Wright, 
Miss T. Hancock, Miss E. Attwood, 
Miss A. Thornton and Miss C. Christie. 


Photo; Staffordshire Sentinel Newspapers Ltd.] 





Above BURY AND ROSSENDALE HOSPITAL GROUP. 
Miss J]. Thwaites won the gold medal, Miss M. D. Marrey the silver medal. 


Below: PORT OF SPAIN GENERAL HOSPITAL, Trinidad. 
Nurses who had received their certificates, with tutorial staff. Miss J. 
Greyson won the gold medal, and the runner-up was Miss R. Donaldson. 


Above: ROYAL ALEXANDRA 


HOSPITAL, BRIGHTON. 
Prizewinners after the presentation of awards by Mrs. Montgomery Beves. 
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Outside one of the wards children play happily under skilled supervision, unaware of 
the threat which is facing their hospital. 


QUEEN MARY’S HOSPITAL FOR 
CHILDREN, CARSHALTON 


Left: Anthony knows nothing 
about ministries or hospital 
boards. He is suffering from 
cerebral palsy and the attention 
he gets at Queen Mary’s is of 
a very specialized kind. 


Right: in the physiotherapy 
department children of all ages 
learn to use their limbs again. 


UEEN Mary’s HospitaAL, CARSHALTON, was built at the 
C ) irezinnin of the century on a large site on the Surrey 
downs, 11 miles south of London. John Burns, president 
of the Local Government Board who opened the hospital in 
1909 as the ‘Children’s Infirmary’ said in his address that the 
hospital was to bring the children “out of the workhouses and 
on to the breezy downs of Surrey’. Royal patronage came a 
few years later and with it a change of name to Queen Mary’s 
Hospital. It was taken over by the National Health Service 
in 1948 and constituted as a single hospital group under the 
South West Metropolitan Regional Hospital Board. 
Building over the years has included the addition of 
verandahs for many of the wards, four nurses homes, and in 
1930 the chapel was built. Nearly all the wards are single 
U-shaped blocks facing south on to a courtyard where the beds 
can be pushed out in sunny weather. Other wards have 
covered balconies where the children can be outside night 
and day. [continued on page 984. 
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is this 


hospital 


to close? 





Below: a warm bath in the 

physiotherapy departmeni 

helps Jimmy’s body to regain 
its suppleness. 


Right: Janice can 
now stand for three 
minutes a day, 
thanks to Queen 
Mary’s and _ her 
own indomitable 
determination. 


Miss B. E. Dowell, matron of Queen Mary’s, reading some of 
the thousands of letters she has received from well-wishers. 


Below: as purt of hey treatment Jane has to 
try to kiss her knees ten limes. 
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Queen Mary’s has at present 550 beds, with a further 
150 in reserve. Although more than half the beds are 
occupied by long-stay cases, 82 per cent. of the children 
discharged have been in hospital for less than two months. 

This great children’s hospital (which deals with 
4,300 inpatients, 11,500 outpatients, and 2,400 surgical 
operations per annum) has steadily built up a reputation 
for the care of sick children. 

In its combination of acute medical and surgical 
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XPECTANT fathers in 

Hialeah Hospital, 
Florida, sit and watch the 
normal television service 
while their wives are in 
the labour ward; when 
the labour ward sisters 
announce on the inter- 
com. system that he 
should switch to Channel 
6 a father can see his 
newborn child within 
moments of delivery. 






Thelabour ward sis- 
ter holds up the new 
baby in front of the 
camera so that broth- 
ers, sisters and father 
can see the new ar- 
vival immediately 
after birth. 
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services with all the special provision necessary in special 
units for the treatment of poliomyelitis, rheumatism, 
cerebral palsy, muscular dystrophy, and fevers, and with 
its hospital school staffed by 40 general and specialist 
teachers, who not only help the children with their studies 
but also keep up the morale of the long-stay cases, Queen 
Mary’s provides a better cross-section of paediatric care 
than is available anywhere else in the country. The 
nurses training school has a waiting list. 


“Book Reviews 


Psychiatry in the Modern World 


by E. B. Strauss, M.A., D.SC., D.M., F.R.C.P. 
Joseph, 8s. 6d.) 


This book is a collection of five articles which appeared 
recently in the Sunday Times. They were then published 
anonymously but are now presented as a collection by 
their author Dr. Strauss, physician in charge of psycho- 
logical medicine to St. Bartholomew’s Hospital. 

Psychiatry is here presented to a wide and varied 
public with many aspects of the subject discussed and 
clarified. However, as Dr. Strauss himself points out, no 
attempt is made to produce textbook psychiatry. Defini- 
tions and explanations of psychiatric terms are given, 
together with descriptions of some forms of mental 
disorder, distinction being made between the neurotic 
and psychotic states. A brief mention is also made of 
mental deficiency. In the chapter dealing with physique 
and temperament the work of Ernst Kretschmer, on body 
types in relation to mental illness, is dealt with in some 
detail. 

The aim of this book is to help the non-medical reader 
to think about psychiatry; it is of topical interest and I 
am sure nurses will find it of value. 

M.O’C., S.R.N., R.M.N. 


(Michael 


Young Children in Hospital 
by James Robertson. (Tavistock Publications, 4s. 6d.) 


I read this book with a great deal of interest. The first 
time I read it I was extremely irritated because I felt that 
Mr. Robertson had much to say that was sound and 
sensible, but that his survey of hospitals was not very 
wide and that he was not aware of how much is already 
being done in this field. My general impression was that he 
felt that paediatricians and ward sisters could not and 
would not accept his somewhat revolutionary ideas and 
that they would be both antagonistic and obstructive. 

On reading the book again, and after having seen the 
film Going to Hospital with Mother, I realized that although 
to many of us this problem of mother deprivation is only 
too obvious and much has been done to assist both mother 
and child, still more must be done. There will be objections 
and criticisms but this should stimulate ideas and should 
help to promote even better ‘mother-in’ units than has 
been suggested. 

I do feel that student nurses fare rather badly in Mr. 
Robertson’s book. The longest time a nurse can spend in 
any one ward in a general hospital to enable her to take 
the State-registration examination is 12 weeks, therefore 
her general knowledge of paediatrics will hardly be 





the 








by 


t 


—eSwe NS “SS ee PP 








Nursing Times, August 22, 1958 


sufficient to stimulate any desire to specialize in this field. 

I feel that the suggestion that mothers will obstruct 
the ward work and routine is largely dependent upon how 
mother and child are introduced and helped in this new 
way of living. Study of each individual mother and child 
is of prime importance-in such a unit; in my own limited 
experience I have known of only two instances that were 
a complete failure and I feel that ‘mother-in’ units will 
become an established fact in hospitals. Ideally children 
should be admitted to hospital only when they cannot be 
nursed at home. To enter hospital with a seriously ill child 
is a very great emotional strain on a mother. 

Mr. Robertson is very sincere in his desire to amelior- 
ate the miseries of this young age-group in hospital and I 
wish him success in his nearly pioneer venture. To sum 
up I cannot do better than to quote Dr. Ronald MacKeith, 
who in his foreword says “I hope that all of us who have 
responsibility for the care of children in hospital, will read 


this book.” 
YW ds SRA RSICN. 


Bailliére’s Atlas of Male Anatomy 


(fourth edition).—revised by Katharine F. Armstrong, s.R.N., 
§.C.M., D.N.(LOND.) (Bailliére, Tindall and Cox, 10s. 6d.) 


Many students find anatomy a difficult subject to 
study, particularly if they are not able to have access to a 
dissecting room or museum where specimens may be 
examined. Any textbook which sets out the matter clearly 
and is enhanced by vivid diagrammatic illustrations is 
bound to be of great value, particularly to those students 
who can learn and understand better by visual means. 

Bailliére’s Atlas of Male Anatomy is just such a book. 
It is well set out, with excellent diagrams which are 
clearly numbered, and this makes reference to the ex- 
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planatory key very simple and quick. The diagrams of the 
eye and the ear are excellent as well as those of the 
muscles and the abdomen, but where the standard is so 
uniformly good it would be invidious to pick out any 
particular section for special commendation. 

I should think this atlas will be welcomed by all 
teachers of anatomy in schools of nursing, and by those 
engaged in instructing members of other branches of 
hospital work where some knowledge is needed. It is 
pleasingly produced and the price is reasonable. 

S.G., S.R.N., S.T.DIP. 


Books Received 


Mental Breakdown—A Guide for the Family. (The National 
Association for Mental Health, 39, Queen Anne Street, 
London, W.1, 2s. 6d.) 


Facts of Mental Health and Illness.—by K. R. Stallworthy, 
M.B., Ch.B., Diploma Psychological Medicine. (N. M. 
Peryer Limited, Christchurch, New Zealand, 22s. 6d. Lloyd- 
Luke (Medical Books) Lid.) 


Anatomy and Physiology Laboratory Manual (second edition). 
—by A. W. Glass, M.A., Ph.D., and C.L.Hamrum, M.S., 
Ph.D. (Saunders, 12s.) 


Goodnow’s History of Nursing (10th edition).—by Josephine 
A. Dolan, R.N., M.S. (Saunders, 35s.) 


Fundamentals of Chemistry (eighth edition).—by L. Jean 
Bogert, Ph.D. (Saunders, 38s. 6d.) 


The Administration of Health Education and Physical Educa- 
tion (fifth edition).—by J. F. Williams, M.D., Sc.F., Clifford 
Lee Brownell, Ph.D., Elmon L. Vernier, Ed.D. (Saunders, 
33s.) 


The 38th Annual Report of the National Council of Social 
Service. (The National Council of Social Service, 1s. 6d.) 


NURSING INTEREST AT THE BMA SCIENTIFIC MEETINGS 


BY A SPECIAL CORRESPONDENT 


handicapped children, and the effect of pregnancy 

on the epileptic, were dealt with in papers presented at 
the scientific meetings of the British Medical Association’s 
annual conference and three are reported here by our 
special correspondent. 


Pinata AND INTRANATAL INFLUENCES responsible for 


The Obstetrician’s Responsibility for the 
Handicapped Child 
by DR. FRANCES BRAID, of Birmingham 


To J. W. BALLANTYNE AND EARDLEY HOLLAND 
is primarily due the credit for the high standard of 
prenatal and obstetric care which obtains today, with 
consequent low foetal and maternal morbidity. Yet 
paediatricians are still confronted with a considerable 
number of handicapped children, and in some, influences 
active during the prenatal and intranatal period appeared 
to be responsible, Dr. Frances Braid informed the Section 
of Child Health and Obstetrics and Gynaecology. 

“The rapid growth of the embryo in the first six 
weeks makes it peculiarly vulnerable”, Dr. Braid stated. 
“We know, for instance, that the virus of rubella causes 
blindness, deafness, congenital heart disease. It is less 
well known that other tissues may be involved. Ford has 
recorded a case of cerebral diplegia and I have a case of 
hydrocephalus with associated skeletal malformations 





in a child in whom there was a clear-cut history of maternal 
rubella in early pregnancy.” 

Other viruses might produce similar effects. There 
was great need for more accurate information on the 
incidence of these catastrophes. Meanwhile the question 
of terminating pregnancy in a woman who early in 
pregnancy developed rubella, although fraught with 
obvious difficulty and risk of abuse, had to be faced. 
The deleterious effect of prolonged and profound anxiety 
in the more thoughtful parent so affected could not be 
entirely ignored. 

Toxoplasmosis was responsible for serious damage, 
and knowledge of that infection was very incomplete. 

An outstanding example of the value of prenatal care 
was seen in haemolytic disease of the newborn. Routine 
blood examination led to prenatal diagnosis, so to imme- 
diate appropriate treatment, with a reduction in mortality 
and elimination of kernicterus. 

Prematurity was important, for from the premature 
came many cases of cerebral palsy. Ascher and Schonell 
(1950) found that 39.4 per cent. of all cases of cerebral 
palsy were in children prematurely born; from Johns 
Hopkins Hospital (1955) the figure was 35.4 per cent., and 
from Carshalton Hospital (Lawson, 1958) 45 per cent. 

The incidence of prematurity had increased in 
Birmingham from 7.2 per cent. of total births in 1945 to 
9.2 per cent. in 1955. The number born in the Birmingham 
Maternity Hospital had increased from 170 in 1945 to 
295 in 1957. Increased care and understanding of these 
infants had raised the survival rate, especially among those 
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of smallest weight, the group in which most cases of 
cerebral palsy occurred. 

‘Perinatal trauma is another important factor in the 
aetiology of cerebral palsy”, continued Dr. Braid. ‘Here 
one must consider all those conditions likely to produce 
anoxia and/or neonatal asphyxia, toxaemia, diabetes, 
prematurity, postmaturity and the rest. Primary trau- 
matic cerebral haemorrhage is now quite rare, but 
haemorrhage secondary to asphyxia may occur. Per- 
manent damage is found in about 10 per cent. of these 
infants. What the exact pathology may be is uncertain, 
but Baar (1957) has shown a diminution or complete 
absence of enzyme activity in the cerebral cortex of 
asphyxiated newborn, and in this direction may lie the 
explanation of the very varying clinical picture which 
may develop in the surviving children.” 

It was mainly in the prevention of cerebral palsy-that 
the obstetrician was looked to for help. He must always 
be the dominant partner in this research, but real and 
fruitful co-operation between paediatrician and obstetri- 
cian would be achieved only when the paediatrician learned 
more about prenatal and perinatal influences, and the 
obstetrician had a greater appreciation of their later 
effects. 


The Epileptic in Relation to Pregnancy 
by DR. HELEN DIMSDALE, of London 


“THE EPILEPTIC WOMAN, as a result of better thera- 
peutic and social management, has increased oppor- 
tunities of marriage, and epilepsy is likely to become a 
more frequent complication of pregnancy”, Dr. Helen 
Dimsdale, of London, warned the Section of Neurology 
and Neurosurgery. 

The effect of pregnancy on the epileptic was unpre- 
dictable. The attacks might increase in number, change 
in form from minor to major attacks, or be unaffected. 
Epilepsy associated with menstruation usually persisted 
in pregnancy. Reduction in incidence of fits was often 
related to better therapy. When attacks first appeared in 
pregnancy (gestational epilepsy) these were likely to be 
partial or focal in character. 

The metabolic changes in pregnancy—hydration, 
hyperventilation, dilution of calcium, sodium and mag- 
nesium in the serum—favoured an increase in fits. The 
variations in the excretion of aldosterone were probably 
compensatory to fluctuation in sodium intake. Excessive 
gain in weight and sodium retention might precede the 
onset of increased fits. 

The genetic or constitutional factor was important 
in the appearance of seizures in toxaemia of pregnancy. 
A persistent epileptic tendency might result. The dis- 
tinction of eclampsia from status epilepticus could be 
difficult. The latter was a rare but grave complication, 
especially when occurring in later pregnancy, and had a 
higher mortality than eclampsia. The onset of status 
epilepticus in pregnancy might be the first manifestation 
of a cerebral dysrhythmia. 

Management of pregnancy consisted of suitable 
anticonvulsants, with dosage corrected for gain in weight. 
Phenobarbitone in capsule form (Spansules) might be 
useful in hyperemesis. Anaemia should be treated, and 
macrocytic forms, whether due to pregnancy or anti- 
convulsants, would require folic acid. Excessive gain in 
weight should be controlled by diet, restricted salt intake, 
and rest. Suter and Klingman (1957) had described the 
use of ion-exchange resins and acetazolamide. Status 
epilepticus required the use of continuous intravenous 
thiopentone. Investigation of gestational epilepsy to 
exclude a neoplasm might be indicated. 
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Obstetric Lumbo-sacral Palsies 
by MR. J. E. A. O’CONNELL, of London 


THE OCCURRENCE OF LOSS OF POWER in certain 
muscles of a lower limb after labour has been recognized 
for many years, and it has usually been accepted that jt 
is due to injury to the sacral plexus occasioned by pressure 
from the foetal head or obstetric forceps. In 1944 Mr. 
J. E. A. O’Connell described four cases in which weakness 
of a lower limb developed early in the puerperium and 
was shown to be due in each case to a lumbar disc pro- 
trusion. He told the Section of Neurology and Neuro. 
surgery, in the light of further experience, of the relation. 
ship between lumbar intervertebral disc protrusion and 
the lower limb pareses which might occur in relationship 
with child-bearing. 

Of 1,100 patients with lumbar intervertebral disc 
protusion operated upon during the last 20 years, 347 
(31.5 per cent.) were women, of whom 90 per cent. were 
in the age period 21 to 50. Of the group, 179 (51.5 per 
cent.) had had one or more pregnancies, and in 70 of these 
(39.1 per cent.) symptoms of disc protrusion arose in 
association with pregnancy. In 42 cases in the group the 
symptoms arose at some time before delivery, in eight 
during labour and in 20 during the puerperium. 

In incidence of loss of power in the affected lower 
limb in the whole group of 347 female patients was: 

no weakness, 31 per cent.; 

mild weakness affecting extension or flexion of one 
or more toes only, 50 per cent. ; 

moderate, with subjective and objective weakness of 
certain ankle movements, especially eversion and dorsi- 
flexion, 15 per cent. ; 

severe weakness with paralysis of certain ankle 
movements and gross weakness of more proximal muscles 
such as the glutei, 4 per cent. 

In the 36 patients whose pre-operative attack occurred 
during pregnancy (in whom alone could the neurological 
signs be determined) there was no muscle weakness in 
14 per cent., minimal weakness in 53 per cent., a moderate 
weakness in 25 per cent. and a severe weakness in 8 per 
cent. 

“This analysis indicates that during pregnancy the 
risk of an intervertebral disc protrusion occurring is 
increased’’, concluded Mr. O’Connell. ‘Further, the 
frequency and severity of loss of power in a lower limb 
in association with a lumbar disc protrusion is greater in 
pregnant than in non-pregnant women. The place of 
protrusions of the lumbar intervertebral discs among the 
factors responsible for maternal obstetric lumbo-sacral 
palsies is thus established although the experience of a 
neurological surgeon does not permit an estimate of its 
relative importance among other aetiological factors 
which have been suggested.” 





MINISTRY OF HEALTH APPOINTMENT 


Dr. D. THOMSON, M.D., D.P.H., has been appointed 
deputy chief medical officer to the Ministry of Health 
from October 1. Dr. Thomson joined the Ministry staff in 
1950 as a medical officer and was appointed principal 
medical officer in 1956. 

Before joining the Ministry he had service with the 
Warwickshire and Surrey County Councils. 

Dr. Thomson was a member of the special mission to 
Malta in connection with the tuberculosis services there 
and has also attended the meetings of the Medical 
Committee of NATO in Paris. 
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Talking Point 


will make me believe this. 

On the other hand, has the night sister nothing else 
to do but to trail the nurse, seeking for evidence of 
breaking the rules? Equally nothing will make me believe 
that. 

Are we really such a feudal hierarchy as has been 


on the subject of night nurse’s paralysis there 

appeared the suggestion, from a nurse, that this 
paralysis might be engendered naturally by the mere 
appearance of the night sister, as representing authority. 
[ avidly watched the correspondence columns to see what 
comments would follow—but none appeared. Apparently 
it is not considered surprising by the vast numbers of 
nurse readers that this explanation is anything but 
eminently reasonable and natural. : 

I do not want to enter further into this fascinating 
topic of night nurse’s paralysis, but I do want to question 
why it should be thought that the appearance of authority 
is enough literally to scare a nurse stiff. 

Why ever should it be supposed that authority should 
be frightening? Are you frightened of a policeman, the 
income tax inspector or the local justice of the peace? 
These people all represent authority in one form or 
another but, unless you have just indulged in house- 
breaking, evaded the income tax or poached a partridge, 
there is no reason on earth to be frightened of these good 
people who are, after all, human beings. Why, there- 
fore, should it be naturally assumed that the night nurse 
is frightened of the night sister? Most of us, as night 
nurses, have been guilty of such peccadilloes as making 
scrambled eggs in the kitchen in preference to eating the 
good food produced by the hospital at 1 a.m. We must there- 
fore take the inevitable consequences if the night sister 
finds us doing it. ‘Take what you want says God, take it and 
pay’, says the Spanish proverb. If we break the law we 
must expect to take the consequences. But are night 
nurses so unruly that they spend the entire night break- 
ing the rules to such an extent that, rightly and properly, 
they fear the coming of the night sister? Nothing on earth 


\ MONG SOME ARTICLES in the nursing press recently 


suggested in correspondence columns recently? Do we 
give our juniors cause to be frightened of us and are 
we in turn frightened of our seniors? If so, then the 
profession is in a very unhealthy state. Provided the law 
or the rules have not been broken there is no reason to be 
frightened of anyone except a lunatic with a loaded gun. 
If, having done one’s best, one does not match up to the 
requirements of authority, then authority may be asking 
too much of the individual. This is a situation, not un- 
common with a student nurse, where there must be a calm 
appraisal of the facts to be faced. Perhaps the nurse is 
unsuited to nursing (which is not in itself a disgrace) or 
authority may be demanding too much. But fear need not 
enter into the situation, certainly not fear of one individual 
by another. 

Sometimes, in face of injustice, moral courage is 
needed but it must always be accompanied by politeness; 
moral courage is often helped by a remark once made by 
a physiologist in a lecture, ‘Everyone is in reality like a 
cucumber; even the Primate of all England is 79 per cent. 
water’. Sometimes it helps. 

* * * 

In September I am going on a fortnight’s holiday. 
If any reader would care to contribute to Talking Point 
during this time, we should be very happy to consider 
contributions, which would be paid for at the usual rates 
on publication. Anonymity assured if requested! 

WRANGLER. 


EMERGENCY BED SERVICE 
KING EDWARD’S HOSPITAL FUND FOR LONDON 


FTER 10 YEARS of the National Health Service, the 

most striking effect on the Emergency Bed Service 
has been the large increase in the number of cases handled. 
The current annual report states that before July 1948 
there were 13,000 applications a year for hospital beds; 
in the first full year of the NHS the figure rose to over 
50,000, and continued to rise until 1951. Since then it has 
continued at between 60,000 and 75,000 per annum, 
according to whether or not any large-scale epidemics 
(such as Asian influenza) have developed. 

In general, there has been a steady decline in the 
demands for beds for infectious illnesses from 1,000-2,000 
a month in the early days of the Service to 500-800 in 
recent years. 

During the year ended March 1958 the E.B.S. dealt 
with 65,491 applications for hospital beds, an increase of 
4,518 on the previous year—an unusually quiet one. 
It is a source of satisfaction that the need to invoke the 
referee procedure (to decide on priorities in cases of acute 
difficulty) shows signs of diminishing; also the time such 
cases were ‘in hand’ averaged 81 minutes, as compared 
with 94.6 minutes the year before. 

_ Applications for beds by general practitioners 
increased by 4,000, and it was considered inevitable that 
a smaller proportion were successful; as is found usual, 
the greatest decline in the numbers admitted was among 





elderly patients. The Service finds it disquieting that 
there has been a large increase in the demand for maternity 
beds; the difficulty in meeting it is aggravated when, as 
so often happens ‘“‘clinics instruct patients, for whom it 
was not possible to book a bed, to call in their family 
doctor or midwife when labour starts, and to ask him or 
her to arrange admission through the Service. . . . This 
results in a last-minute rush to obtain an emergency bed 
for a patient who only becomes an emergency through 
failure to provide a bed in advance. . . . It would appear 
that there are not enough maternity beds to serve the 
needs of the population.” 

The outbreak of Asian influenza in October caused 
an increase of some 2,000 applications for the month, 
but no crisis in the Service’s organization was experienced 
—possibly because the hospitals had ample warning of the 
possibility of an epidemic, and also because it did not 
last long. 

This time of extra pressure was, however, the first 
opportunity for testing the effectiveness of the revised 
emergency warning system which appears to have worked 
smoothly. 

The ‘Red Warning’ was only in operation twice, 
October 12-20 and January 2-12, and the ‘Yellow 
Warning’ for short periods between October 21 and 
February 4 during the winter of 1957-58. 
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Intractable Pain 


HERE ARE THREE TYPES OF PAIN: useful, useless and 

pernicious. Useful pain warns us of disease that we can 

cure; useless pain warns us about disease about which 
at the present time we can do little or nothing, occurring 
mostly in the neoplastic or degenerative group, but pernicious 
pain is essentially a derangement of the pain mechanism and 
may occur without other evidence of active disease; tri- 
geminal neuralgia is the classic example. The more severe 
types of useless and pernicious pain comprise what we refer 
to as intractable pain. 

While some may tolerate severe pain of short duration 
without flinching, there are few who can stand severe long- 
continued pain without breaking in spirit. The intensity of 
suffering depends upon the extent to which pain is allowed 
to dominate the conscious mind; patients with incurable 
disease may be unable to think of anything but pain. 

If pain is intolerable in spite of the liberal use of simple 
analgesics such as salicylates then narcotics may be necessary. 
The simplest of these is codeine. If relief is not obtained from 
60 mg. every four hours greater doses are unlikely to help. 
Morphine is the most efficient drug at our disposal. Its 
classical effects are analgesia, respiratory depression, pupillary 
constriction, euphoria, somnolence, constipation, abolition 
of hunger and sometimes nausea and vomiting. Tolerance is 
reached when progressively larger doses are required to 
produce all these effects. Addiction means that excessively 
large doses are required to produce euphoria and excessively 
large to produce normal wellbeing. In time a state of 
tolerance to the analgesic effect is reached and the drug 
is taken to avert the anguish of deprivation. 

If the pain is mild and the patient stoical the effect of 
analgesia can be prolonged over a period of one to two years. 
Usually morphine will outlive its usefulness in four months. 
Synthetic derivatives of morphine possess no advantages in 
the field of addiction. 

Tranquillizers have no specific effect on pain, but by 
relieving worry and tension have a useful place in the total 
role of suffering. 


Surgical Treatment 


If the pain is intolerable in spite of liberal use of the 
milder analgesics and the patient is likely to live longer than 
four months, then the surgical interruption of his pain- 


ON A WAGON TREK from Ontario to 
Vancouver is Miss Audrey Goodchild, 
S.R.N., of Seaford, Sussex. She has taken 
her Alsatian for company in her horse-drawn 
milk wagon, and expects to reach Vancouver 
in two years’ time. 


bearing pathways may be considered. 

Pain sensations are picked up by sensory end-organs 
attached to the peripheral nerves and relayed by nerve 
impulses into the posterior root of the spinal cord. These 
nerve impulses, having crossed obliquely to the opposite side, 
ascend in the anterolateral spinothalamic tract to the brain, 
When these impulses reach the thalamus, the individual is 
aware of pain. However, to experience the full suffering and 
worry that results from pain, the frontal lobes must be in- 
tact. 

Division or interruption of the pain pathways at any 
point should, therefore, prevent pain, while division of the 
frontal lobe connections should lessen the worry and suffering 
that result from pain. These are the objects of surgical 
intervention. 

Division of a peripheral nerve in a limb is a poor pro- 
cedure as it is accompanied by a loss of motor strength and 
of sense of position. But for a predominantly sensory nerve, 
such as the trigeminal in the face, destruction of the nerve by 
alcohol is useful. 

In the cord itself there is a separation of the sensations 
conveyed to the cord by the peripheral nerve; the pain and 
temperature sensations travel together in the anterolateral 
tract to the brain, and this tract may be divided surgically 
by a cordotomy. 

Leucotomy does not destroy pain but abolishes the 
worry and anxiety that accompanies it, but it may also blunt 
the finer, more pleasant features of the patient’s personality. 

Pain involves the patient emotionally and socially as 
well as physically; he requires more than the mere dispensing 
of sedatives and analgesics. The skilful nurse can sense how 
a patient feels whether or not he expresses his pain or anxiety 
in words. Even in a busy situation she will find time to listen 
to and observe her patients. When she does not know the 
answer to the questions he may ask she frankly admits that 
she does not know, but will find out the facts for her own and 
the patient’s benefit. 

The nurse who can see the patient’s illness as he sees it, 
yet communicates to him her own interests in life, gives him 
something which no medicine or surgical procedure can 
provide. 


American Journal of Nursing. February 1958. Mullan, J. F., and 
Van Schoick, M. R., ‘Intractable Pain’. 


nurses who were advanced in the category 
of ‘good triers’. 


C. McDONALD, S.R.N., 5S.C.M., 


= ee 

01 Miss 
! O.N.D., M.S.R., matron of Birmingham and 
Midland Eye Hospital, retired at the end of 


July after 15 years service. 


NO RECRUITMENT OF NURSES is needed 
this year at Southport where the reserve 
is only seven short of the full 250 comple- 
ment; 102 student nurses are training for 
State-registration and 19 as assistant nurses. 


“MONEY IS NOT EVERYTHING’, said Mrs. 
Helen Hearne, 46-year old nurse of Worth- 
ing, Sussex, after winning {4,000 in a 
national cats’ food competition. She gave 
most of the money away to people ‘“‘who do 
an awful lot of good’’, and invested the rest 
in research laboratories. 


NurRsE BECOMES Doctor. A Brighton 
nurse, Miss Kathleen Moore, has just 
qualified as a doctor. While working as a 
ward sister at Brighton General Hospital, 
where she trained, Miss Moore decided to 


become a doctor and she has just completed 
six years’ medical studies at Edinburgh 
University. 


THETFORD CoTtaGE HospPitTaL which has 
12 beds is closed from August 16 to Sep- 
tember 1 to allow the staff to have their 
holidays. All in-patients were ready for 
discharge and the outpatient department 
is being run by matron and an assistant 
nurse. 


CoMPENSATION?—The possibility of pro- 
viding prizes for ‘good triers’, even when not 
on the official prize list, was suggested by 
Sir Garnet Wilson, speaking at the King’s 
Hospital, Dundee, prizegiving on June 30. 
If the matron approved he was prepared to 
provide suitable awards to three or four 


CENTRAL MIDWIVEs Boarp.—There were 
1,746 successful candidates in the first 
examination held in May 1958. 


First Inp1an to attend the Leicester 
Health Visitors’ training course is Miss 
Aleyama Savior who at lectures makes a 
bright splash of colour in her pure silk saris. 
A qualified nurse and sister tutor, she is 
here on a WHO fellowship from her home 
province of Bihar. 

NURSES WITH TUBERCULOSIS were dis- 
covered among recruits from overseas to 
one of the Oxford Regional Hospital 
Board’s mental hospitals. A representation 
was to be made to the Ministry of Health 
that candidates should be given a medical 
check-up before coming to this country. 
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Cc. M. JONES, Editor of ‘British Lawn 
Tennis and Squash’, Davis Cup and 
International Tennis player, concludes 
his interesting and practical Series— 


Talking 
of 


Tennis 


intended to help average players to improve. 

Apart from giving specific advice, I hoped to 
stimulate readers to experiment for themselves. 
After all, an intelligent experiment which fails is 
almost as useful as one which succeeds; so never be 
afraid to try out new ideas and shots. 

Emphasis has been on the reduction of errors, 
but to succeed in higher classes of tennis a good 
deal more than consistency is needed. Aggression, 
tactical wisdom, psychology and courage are at 
least of equal importance. 

Most average players consider aggression and 
hard hitting to be one and the same thing. Nothing 


Ti FIRST FIVE ARTICLES in this short series were 




























of the court and unnecessary mistakes. 

The base and sidelines never move, so 
cultivate the habit of concentrating on them 
instead of the opponent. Play your tennis 
in a series of moves, one shot to one line, 
the next to the other line, the next back to 
the same line, and so on. 

That method brings freedom from 
intimidation by the opponent’s wanderings 
and enables much closer watching of the 
ball. 

Once the habit has become ingrained, 
use the whole of the opponent’s court for 
placements. A shot deep to the baseline in 
the backhand corner, followed by a drop 
shot near the opposite sideline, followed 
by a lob deep to the backhand corner is a 
sequence which is often worth two points, 
so breathless does the opponent become in 
chasing the ball. 

In parallel with this system of ignoring 
the opponent and placing the ball from 


WIMBLEDON ~STARS_ in 
action: (above) Miss K. Fageros, 
of the United States. 


could be further from the truth. To 
play a shot one yard nearer to the 
pitch of the ball is the equivalent of 
hitting it one yard faster. A lob which 
leaves the adversary flat on the wrong 
foot is as much an aggressive shot as 
the service ace which flashes by at one 
hundred miles an hour. 

No; aggression is not just a question 
of pace. It is a state of mind. A 
mental alertness which seeks unceas- 
ingly to surprise, hustle and outwit 
the opponent. 

_ Probably the best advice for achiev- 
ing this object is, strangely enough— 
forget the opponent. Ninety-nine out 
of 100 place their shot in accordance 
with the opponent’s position. Since 
she—or he—is a moving target, this 
can—and does—lead to ineffective use 


STUDENTS’ 





The author was among the spectators at the ‘Nursing Times’ 


Inter-hospitals Tennis Finals. 
his Davis Cup team blazer) admires the silver cup won by 
St. George’s Hospital for the second time. 
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Mr. C. M. Jones (wearing 


memory, learn to play your shots off a 
rising ball. 

This is not easy. To be able to play shots 
in comfort and with equal freedom from 
error three inches nearer to the pitch of the 
ball than before requires weeks or even 
months of purposeful practice. Find a 
friend who will hit or throw balls so you can 
find the new rhythm but make sure that, 
even at the start of these practices, you hit 
for a definite target. No ball should ever 
be hit without purpose and you cannot start 
to think and hit in that way too soon. 

Teach yourself to think in the positive 
terms of trying to do something definite to 
win points, as distinct from the more 
common and negative attitude of trying 
not to lose them. 

But in going after points, keep in mind 
the principle of playing the percentages. 
That is, make up your mind quickly on the 
alternative possibilities offered by each 
individual return. Relate that possibility 
to the opponent and then choose the one 
which gives the best chance of winning the 
point consistent with the chance of erring. 

Remember that attacking a weakness 
does not mean merely hitting to it. It 
means forcing the opponent to attempt 
something definite with the weakness. 


‘Diagnose’ Your Opponent 


Try to assess each opponent’s tempera- 
ment. Is she the highly strung, jumpy 
person who can screw herself up to have a 
go when a target is offered? If so, make her 
play long rallies and avoid giving her 
targets. On the other hand, if she is 
frightened to hit near the lines, the menace 
of her passing shots is lessened. If she can 
also be hustled, the case for a lot of volleying 
is strong. Lacoste once won Wimbledon 

(continued on next page) 





A tense moment for Miss M. E. Bueno, 
of Brazil (left), in play on the Centre 
Court. 












2. “Not yet!” said Lois with dark emphasis, 
“but I might . .. You know I was wearing 
my new black trapeze last night—’’ ‘‘Yes,”’ 
cut in Helen, “and that gorgeous spray of 
gardenias—’’ “And your hair looked simply 
wizard’, added Alice, ‘“‘Didn’t anyone 
admire you enough, Cleopatra? You looked 
an absolute siren to me!’’ 


3. ‘Don’t be an ass!’’ Lois said, “That's 
what happened—Joey was waltzing with 
me and he said ‘You look like a miracle, 
Lo; that’s a wonderful frock, but you make 


Barbara 
and 

Jennetta 
Vise 


A Word-and-Picture 
Series contributed by 
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CAP IT—if you CAN! 


Lois finds that sometimes it is easy to 
Put a Foot Wrong—and does it rather 
badly at a Dance! 


1, “Well, my sweets, after all that,’’ yawned Alice, 
sitting on her bed, ‘“‘I hope I get some sleep tonight!”’ 
“Wasn't it fun!’’ sighed Helen, thinking back happily 
to the student nurses’ dance the night before. But 


Lois was rather obviously silent. 


“What’s up with 


you, duckie?’’ Alice asked, throwing an arm round her 


shoulders, 
Murdered someone?’’ 


it look more wonderful. You ave beautiful, 
Lo!’ I felt frightfully embarrassed somehow 
and said: ‘Don’t be an ass, Jo! I’m not 
beautiful . . .’ and laughed. His face went 
pale as death—and he didn’t ask me to 
dance again. Do you think I had upset 
him? Or do you think he had a pain in his 


stomach?’’ 


“You look a bit blue about the gills. 






“NO!” voared Helen, “I 
should think you gave him a 
pain in the neck. For good- 
ness sake, if someone pays you 
a compliment, at least say 
thank-you for it—just like 
that, if you can’t think of 
anything better.”’ “Yas 
said Alice, ‘‘I think it’s 
intolerable to snub a chap 
who’s saying something nice. 
Too few English girls know 
how to accept—far less expect! 
—a compliment, and when 
they get one, all they can do, 
poor fish, is to laugh it off! 
Next time’’—‘‘Oh,’’ broke in 


Lois, ‘‘there may never be a 


next time!’’ ‘‘ Nonsense!’ said Helen, ‘‘you’ve much, much 


too attractive for that, Miss!’’ And this time Lois said: 
“Thank you for the compliment!’’—and she meant it whole- 


heartedly, 


TIPS TO HELP WITH A HOME PERM 


1. Have a professional trim and shape 
before your home perm to make sure you’re 
not perming on top of any old wave. Or, 
if it’s thick you won’t get good results on 
clubbed hair. 

2. Use a mild shampoo before you perm— 
never soap or strong detergents, A good 
egg shampoo is ideal. 

3. When the instructions say the hair 
must be dry before you start your perm, 
they do mean dry, so that the wave lotion 
can really penetrate. 

4. It’s best to use a tail comb—it helps 
when sectioning off strands to be permed 
and also for tucking short ends round the 
curler. 

5. Elastic bands are best for securing the 
hair into small pony tails when ‘blocking’ 
it into five sections before you start to wind. 

6. Have two or three side combs handy— 
they’re useful for holding up blocked-off 
sections. 

7. It’s not the winding that governs the 
degree of wave—a tightly wound perm 
won't give a tighter curl. In fact it’s not 
good for the hair, so keep an even tension. 

8. When winding your perm, remember 
the smaller the strand the tighter the curl— 
and the same applies to the size of your 
curler. 

9. If, in the past, your perm has always 


seemed too tight, take larger strands of hair 
this time. 

10. You should always start by winding 
nape hair first because it is more perm- 
resistant. 

11. Plastic covered wire ‘pipe cleaner’ 
type curlers are useful for winding short 
neck ends that are too small to go on a rod 
curler. 

12. Don’t pour out all the wave lotion 
into the bowl—use it as you need it, then 
there’s no fear of deterioration if you’re 
a slow winder. 

13, Always wind hair under to the scalp 
on the curler—you’ll find it easier—after 
all, it follows the way the hair grows. 

14. Tuck pieces of cotton wool under the 
plastic ends of your wound curlers around 
forehead to prevent wave lotion going into 
the eyes. The cotton wool should not touch 
your hair though. 

15. If the skin is extra sensitive smear 
a little cream around your hairline—and if 
hands are sensitive use a barrier cream or 
rubber gloves. 

16. If a neutralizer is supplied to fix the 
wave, be sure to use it. Make certain you 
follow the directions carefully. 

17. Use a little plastic sponge instead of 
cotton wool for squeezing neutralizer into 
the curls—more economical and easier too. 


18. It’s an idea to trim off the very tip 
of each curl as you unwind it off the rod 
after neutralizing. This ensures there are 
no brittle ends left. 

19. You can make your rod perm curlers 
into rollers for setting by winding cotton 
wool secured by Sellotape around the shaft. 

20. Don’t give yourself a home perm if 
you're feeling out of sorts. Health and hair 
should be in tip-top condition—even a cold 
can spoil a perm. 


TALKING OF TENNIS 
(continued from previous page) 


on that theory. A magnificent baseliner, 
he found that on this day Borotra was an 
even better net player. So Lacoste, who 
was a relatively indifferent volleyer, decided 
he must get to the net before Borotra. And 
because Borotra was an even worse base- 
liner than Lacoste was a volleyer, Lacoste 
fought back from behind to win. ; 

There are endless variations and theories 
to be tried out and thought about but my 
series must end. If any readers are inter- 
ested I shall be happy to recommend books 
which they can read. Simply send astamped 
addressed envelope to: C. M. Jones, c/o 
Nursing Times (address at foot of last 
page). 
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Letters to the Editor 


The editor welcomes readers’ letters, which should be addressed to her at 
Nursing Times St. Martin’s Street, London, W.C.2 (wx1 7678). Names need 
not be published but must be given. 


Vocation 


Mapam.—Through the medium of your 
columns, may I congratulate Mrs. Rayner 
and Mr. Stalford on their forthright com- 
ments on the nonsense perpetuated in the 
name of vocation in nursing. 

I doubt if anyone could nurse for any 
length of time without a genuine love of the 
work, but responsibility to patients can be 
discharged without self-abnegation. — 

Nurses allow themselves to be exploited, 
and meekly accept conditions no other 
group of workers would tolerate today. Any 
individual who dares to raise his or her voice 
in protest risks being regarded as a renegade. 

Recently we were granted the magnificent 
favour of a 44-hour working week, but with 
conditions that make such leisure impossible 
for most. Few have commented on this 
insult to us. 

Mr. Stalford says that full trade union 
organization is an urgent need in nursing. I 
agree with him whole-heartedly. I do not 
mean that we should indulge in unprofes- 
sional or unethical activities, but that 
trained nurses should be represented by a 
body which : 

(1) is truly representative of the pro- 
fession as, for example, the British Medical 
Association is of the British medical 
profession ; ; 

(2) can and will speak with a forceful and 
determined voice for the profession. Lady- 
like discussion is not enough when dealing 
with hard-headed and hard-hearted powers 
that be. 

Ina few years the ‘bulge’ will leave school. 
Can we attract this increased number of 
potential nurses to our profession? Many 
teachers regard nursing as an occupation for 
the also-rans. Why should any young 
woman aim to become an overworked, 
underpaid ward sister, when, for example, 
with no longer training, she might be a 
physiotherapist, earning more, enjoying 
much greater leisure while still caring for 
patients? 

Florence Nightingale did much to create 
the nursing profession, because she was a 
rebel against the established order of her 
time. Since then, two world wars have com- 
pletely altered the structure of society, but 
those who formulate the policy of the nurs- 
ing profession in this country today do not 
appear to have changed their outlook much. 

If British nursing is to have a future as a 
profession we must take concerted, enlight- 
ened and urgent thought and action for that 
future. 1f we do not, we shall richly deserve 
to be regarded as the unintelligent doormats 
we shall certainly be. 

Finally, I would say something in defence 
of the doctors—not all have the ‘tin-god’ 
complex. Nurses, past and present, share 
tesponsibility with the origins of those who 
have. 

Jean H. CRAIG, B.SC., R.G.N., S.C.M. 


G.C.E. 


Mapam.—At last! we have been sufficient- 
ly stimulated to answer the very provoking 
letter written by J. Williams on the absence 
of the General Certificate of Education in 
some nurses. May my friend and I (who 
incidentally does not possess the G.C.E.) 


attempt to defend such victims? 

Miss Williams says that ‘‘a profession 
which has the privilege of dealing with 
human lives should at least demand a G.C.E. 
at ordinary level.’’ Rubbish! Surely the basic 
qualifications of a nurse are intelligence 
(quite often found in nurses without G.C.E.!) 
kindness, understanding, integrity, etc. 

We have found—through our as yet barely 
commenced journey through life—that the 
nurses who were invariably disappointed in 
exams. were those who passed the so-called 
‘intelligence’ certificate. 

Why is this, Miss Williams? 

As student nurses we also noticed that 
very often our friends without the G.C.E., 
topped the bill, not only in exams. They 
were even sufficiently intelligent to abscond 
with prizes and medals. 

I’m quite sure our friends (without the 
G.C.E.) are sick to death of being constantly 
reminded that without such a certificate 
they will be prevented in one way or another 
from reaching the height of their profession. 

G. E. Jones, 
N. Forp. 


Mankind in Peril 


Mapam.—lI was so glad to read Agnes M. 
Dalton’s letter recommending readers to join 
the National Council for the Abolition of 
Nuclear Weapons. As she says, it is import- 
ant in the face of this menace to our health, 
happiness, life itself, for us to take practical 
steps even though they may seem small ones. 
It is so tragically easy when faced with a 
great evil to become either cynically de- 
spondent or irresponsible, persuading our- 
selves that because there is not a great deal 
the individual can do we are thus excused 
from acting at all. 

Then there are those who say the whole 
business is so ghastly and evil that they can- 
not endure even to think about it, far less 
associate themselves with protests. 

Any sensitive man or woman has a thread 
of sympathy with this attitude. Our effort 
against nuclear warfare may be or seem 
laughably, pitifully, small, but for God’s sake 
and man’s sake we must make it. 

Mary M. Simpson. 


Strontium and Bone Broth 


Mapam.—I cannot give a definite answer 
to A. R. Collins who asks whether broth 
made from bones may not contain a larger 
concentration of radiostrontium than is 
present in milk for I have never seen an 
analysis showing the radiostrontium content 
of any kind of soup. The calcium content of 
bone and vegetable broth is given as 960 mg. 
per pint and that of milk as 680 mg. calcium 
per pint. If we assume that radiostrontium 
dissolves out of the bones in the same way as 
calcium during the boiling, then the radio- 
strontium of soup might be 1-10 micromicro- 
curies per pint while that of milk might be 
about 7 micromicrocuries per pint. These 
figures are based on the published figures of 
radiostrontium in milk and in sheep bones 
in Britain. 

Broth therefore may contain as much 
radiostrontium as milk, but of course babies 
drink far more milk than they do broth. 

If my figures are wrong—and they may 
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well be—I hope they will stimulate the 
authorities to publish analyses of radio- 
strontium content of broth made in various 
ways (such as by pressure cooker) from 
various kinds of bones. It is an important 
point that your correspondent has raised. 

A. Piriz, 
Nuffield Laboratory of Ophthalmology, 
Oxford. 


Uniform in the Streets 


MapaM.—I fear we could all join Wrangler 
in describing regrettable sights of nurses in 
semi-uniform in the streets, cafés and shops 
(Talking Point, August 1); or does this 
only occur in London? It is by no means 
unusual there to see nurses in indoor 
uniform carrying wicker shopping baskets 
or string bags bulging with vegetables. Is 
this perhaps because they are non-resident 
and yet have to take off-duty periods during 
the day instead of working a straight shift? 

They certainly are no encouragement to 
recruitment to a profession, nor are those 
appearing in camouflaged uniform who 
give the impression of being exhausted and 
lacking interest in their appearance or 
anything else. 

By contrast some hospitals provide 
transport for staff living at a distance from 
the hospital who can be seen comfortably 
ensconced in touring coaches; while others 
wear neat, attractive coats and berets if 
they travel on public transport—and very 
nice they look. 

If we value our uniform we must see that 
it serves its proper purpose correctly and 
is worn with pride. It is impossible to think 
of nurses seen in the streets in strange 
mixtures of mufti and uniform with laddered 
stockings and shabby shoes as members of a 
professional service—perhaps to them nurs- 
ing is only a job of work after all. 

A LONDONER. 


Memories of Beckenham Hospital 


Mapam.—I was most deeply interested 
in the article on Beckenham Hospital in 
the Nursing Times of August 1. I knew it 
from June 1908 when I began as the youngest 
probationer ever, in those days, and stayed 
for a period of three years. Miss Costford, 
the then matron, with her chief nurse, Miss 
Christine Chambers, who were both ‘Lon- 
doners’, started my nursing education. I 
was then not 18 years old for some two 
months after my training began. They were 
extremely efficient and most strict and I can 
say without hesitation they laid the finest 
foundation of nursing training that could 
ever be (though I fear there were days when 
I did not feel as grateful as I should have 
done!). I carried their example before me all 
my nursing years and think of them with 
gratitude even yet—just 50 years after. 

In those days Beatrice and Lea Wilson 
were both women’s wards upstairs with 
Fewster, a ward built for children but rarely 
used except for private patients. The unfor- 
tunate night probationers in those days had 
the whole of that floor to polish, after 12 
hours’ duty, if it was occupied by a private 
patient; otherwise when empty it was the 
duty of our one solitary ward maid. We all 
worked extremely hard, really too much for 
the strength of young girls. The pendulum 
has now swung I think too much in the 
other direction. We were rarely off our feet 
all duty times; half an hour for meals; four 
hours off duty every other day. This was 
later changed to two hours off duty daily, 
half a day a week, a day off a month—really 
hard work, wonderful nursing, and we were 
taught to carry out all treatments. 

We had the foremost London surgeons 


[continued overleat 
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to operate; our four local doctors were on 
the rota for first call by turns but attended 
their own patients. I saw the only two 
tetanus cases I have nursed before I was 
20: one, a gardener, recovered. That was 
nursing! 

I have just brought out photographs of 
the men’s ward and the outside of the 
hospital as it then was. It looks in your 
present views as if the lower ward (the men’s 
of that day) is still unaltered and gives one 
a thrill to see. I have never been able to 
revisit except at the International Nurses 
Congress 1937, in London, when during a 
visit to the Bethlem Royal Hospital I went 
by train to Beckenham a little earlier so 
that I might renew happy memories at the 
hospital. Most unfortunately the matron 
was not at home and the nurse on duty was 
unwilling to allow me to see over and 
refused my request. I was _very disappointed 
indeed: I hope such a thing could not happen 
today. 

Conditions have much changed nowadays. 
I remember Miss Costford upon retiring was 
given a very meagre pension by the hospital 
authorities after years of devoted service 
and the starting of a ‘million pennies fund’ 
to enable funds to be gathered for rebuilding 
and alterations (we all worked hard to 
start that). Miss Costford’s pension was 
given with the proviso that she undertook 
no salaried position again. 

I remember also always in the evening 
before we closed the wards at 8 p.m., 
evening prayers were read by the nurse-in- 
charge, joined in by all (how nervous I felt 
the first time I knelt at the table and carried 
out the evening prayers—I don’t suppose 
this is done nowadays). We had a ward 
service in the women’s ward once weekly, 
carried out by the clergy of the parish. 
There are many pleasant recollections. 

I thought you might be interested to 
know at least one old nurse still remembers 
Beckenham Cottage Hospital as it was. 

MARGARET WATT (née HARRISON). 


The Matron Roberts Memorial 
Fund 


Mapam.—It is intended to perpetuate the 
memory of the late Mrs. M. M. Roberts, who 
died on June 28, 1958, and who was matron 
of Walton Hospital, Liverpool, from 1915 to 
1945, by the establishment of a permanent 
memorial. I have been asked to act as chair- 
man of the committee which has been 
formed of representatives of the various 
interests connected with Walton Hospital. 

Mrs. Roberts was a great matron and a 
great human personality. I think it was 
impossible to make much contact with 
Walton Hospital without feeling her in- 
fluence. She was a great helper of those who 
were in trouble or difficulty, and there must 
be many thousands of people who feel grate- 
ful to her. She obviously had great skill as a 
nurse and an administrator, but we probably 
remember her particularly for her ready 
sympathy, her tolerance, and her willing- 
ness to help to carry the burdens of others. 

Her life’s work made a mark on the nurs- 
ing profession. When she came to Walton in 
1915 it was not a complete nurse training 
school but a scheme of complete training 
was drawn up, and over the years one im- 
provement after another was made. Mrs. 
Roberts also took an active part in the 
agitation which preceded the establishment 
of the General Nursing Council. 

No decision has been reached as to the 
form which the memorial should take, and 
this will no doubt be determined to a great 
extent by the result of this appeal. Among 
suggestions which have been made are: 

(i) the placing of a tablet with an appro- 
priate inscription in a suitable part of 


the hospital; 

(ii) the institution of some educational 
feature in connection with nursing 
either in its historial or its technical 
aspects. 

The committee would welcome sug- 
gestions from subscribers, who should send 
their subscriptions either to Mr. C. T. 
Dawson, Hon. Treasurer, The Matron 
Roberts Memorial Fund, c/o Westminster 
Bank Limited, 16, Rice Lane, Liverpool 9, 
or to the Secretary, North Liverpool Hos- 
pital Management Committee, Walton 
Hospital, Rice Lane, Liverpool 9. 

H. H. MacWIittiam, 
(formerly Medical Superintendent, 
Walton Hospital). 

[An obituary of Mrs. Roberts appeared in 

the Nursing Times of July 11.] 


Appreciation 
Miss M. H. Davies, matron, Queen Mary’s 
Hospital, Stratford, E.15, desires to thank 
all past nurses and friends for their great 
kindness and generosity in making possible 
such a magnificent gift, and hopes that at all 
times good fortune will attend them. 


Sister Brenda Payne 


A memorial service and unveiling of a 
memorial tablet will take place in the 
chapel of Bristol Maternity Hospital on 
Sunday, August 24, at 3.30 p.m. Friends 
of Sister Payne are invited. Will those able 
to attend please inform the hospital. 


The Children’s Hospital, 
Birmingham 16 

Professor James Smellie, physician to the 
Children’s Hospital for the past 36 years, 
is retiring at the end of September. Any 
former members of the nursing staff who 
would like to be associated with a farewell 
gift are asked to send contributions to the 
matron. 


Huddersfield Royal Infirmary 


Miss E. L. Long, matron for the past 
30 years, is retiring in November. Former 
members of the nursing staff wishing to be 
associated with a presentation should send 
contributions to Miss M. T. Highcock, 
assistant matron, as soon as possible. 


The Lady Rayleigh Training Home, 
Leytonstone, E.11 


Miss E. M. Wearn, superintendent for 15 
years, is leaving at the end of September. 
Will any past members of the staff wishing 
to contribute to the presentation please 
write to Miss J. M. Dingley, 485, Aldborough 
Road, Ilford, Essex. 
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Sister Tutor’s Diploma 
UNIVERSITY OF LONDON 


Students whose names ave printed in italics 
are not eligible to receive the diploma until they 
have completed a further period of nursing 


experience. 


Adam, Ian M. d, f 
Ayrton, Margaret C.? 
Barry, Teresa J.? 
Beck, Doris* 
Bendall, Eve R. D. 
c, f? 
Brown, Rhoda M.? 
Bullock, Marjorie A. 
a, f* 
Burdett, Stancie Eo 
Burras, John C.} 
Bush, Helen M.? 
Clack, B. L. E.* 
Clarke, Vernon H. d@* 
Connolly, Simon* 
Coombes, George 
RL. f* 
Davies, Robert P.* 
Day, Arnold C.* 
Day, Horan I. 
Duck, Henry D.! 
Eastman, Ena M2 
Eckersley Atherton, 
El 


Foster, Nora P. f? 
Fowler, Catherine? 
Gambling, Sidney V. 
d, e* 
Gibbs-Fricker, M. V. 
b 


Gillespie, George A.? 
Godsmark, Louisa 
R.} 
Graham, Elizabeth? 
Grierson, Mary C.? 
Haldane, Reginald 
1 


Hall, St. J. V.2 
Harzem, Peter ¢, d, f} 
Hayward, Doreen V. 
b, d, ¢, f* 
Hemmings, Guy S. d! 
Hill, Dorothy? 
Hodgkinson, Ethel? 
Hoppé, Zygfryd? 
Howd, Ralph? 
Isaacs, Betty J.? 


(b) Distinction in Bacteriol 


Jeffrey, J. S.S. f2 
Jude, Donald E.1 
Kaye, John B.! 
Keane, Margaret? 
Leeney, Patricia M, 
2 


f 

Lemasson, M. D. J. 
A. f@ 

Luckhurst, Stanley 
Ts 


Mann, Eileen M3 
Meaney, Teresa? 
Mircich, Ljubisa* 
Moore, Ronald V. 

é, 1 
Morgan, James. f! 
Mulliner, Anthony 

E2 


Murray, Phyllis e® 
Nicholls, Margaret 
M. ct 
Parkes, Merle E.? 
Rauss, Mariette H.? 
Raybould, Elizabeth* 
Rice, Adrian J.1 
Robertson, Elspeth 
H? 


Roe, Philip J.4 
Saunders, Michael N, 
T 1 


Sayer, Phoebe M. 


Scott, Edith? 
Sentance, Phyllis H.1 
Simson, Ruth A. f? 
Sissons, Doris A.? 
Stovell, Kenneth f! 
Stubbert, Arthur A.! 
Taylor, Kenneth W.1 
Wan Ismail, bin Haji 

Wan Mahmood? 
Watts, Vera M.! 
Whelan, Eileen M. 

d 1 


Williams, Jack qu 
Williams, Nina E.1 
Worrall, Olive’ 


c) Distinction in Public Health and Preventive Medicine 
d) Distinction in Educational Psychology 
(e) Distinction in Practice of Education—Theory 
(f) Distinction in Practice of Education—Practical 
1 Battersea College of Technology 


® Royal College of Nursing 


® Queen Elizabeth College 





at Haslemere. 





EDITH CAVELL HOMES OF REST 


FOR NURSES 


Miss ANNA NEAGLE, C.B.E., made a B.B.C. Appeal last 
Sunday night for the Edith Cavell Homes of Rest for Nurses. 

The Edith Cavell Homes at Windermere and Haslemere 
were founded in 1916 in memory of Nurse Edith Cavell who 
was shot on October 12, 1916, for assisting Allied soldiers to 
escape from Belgium across the Dutch border. The two 
homes have provided a change of scenery and air for thousands 
of nurses and enabled them to go back to their work refreshed. 
Funds are needed for repairs and improvements to the home 


Contributions should be sent to: 
Miss Anna Neagle, 
Edith Cavell Homes of Rest for Nurses, 
21, Cavendish Square, London, W.1. 


Left: Anna Neagle in the name part of the film ‘Nurse Edith 
Cavell’. 
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HEADQUARTERS, LONDON: 


Henrietta Place, Cavendish Sq., W.1 
EDINBURGH: 44, Heriot Row 
BeEtFast: 6, College Gardens 








Sister Tutor Section 


Sister Tutor Section within the Manchester 
Branch.—A meeting will be held at the 
Manchester Town Hall on Wednesday, 
August 27, at 6.30 p.m. The Rev. P. S. 
Goldberg will speak on Jewish Customs 
with special reference to Patients in Hospital. 
All members of the Manchester Ward and 
Departmental Sisters Section are invited. 


ROYAL COLLEGE OF NURSING 
APPEAL 


for the Nation’s Fund for Nurses 


Our list this week, though small, contains 
unusual items. We rarely receive a first 
prize which the winner might so easily have 
spent on some personal luxury. The same 
might be said of the first week’s retirement 
pension. We thank these two donors and 
also S.R.N. Devon whose donations never 
fail to arrive. We also thank Miss A. Smith 
and Mrs. and Miss Hilton for their nice gifts. 


Contributions for August 8-15 


S.R.N. Devon. Monthly donation ba o% 1 

F.M. 549. First prize for the Nursing Times 

crossword puzzle .. sa a - 10 

Anonymous. First week’s retirement pension 2 10 
Total £3 1s. 6d. 

E. F. INGLE, 

Secretary, Royal College of Nursing Appeal for the 

Nation’s Fund for Nurses, 1a, Henrietta Place, Cavendish 

Square, London, W.1. 


A College Appointment 


Royal College of Nursing 


Miss GwEN PADFIELD, S.R.N., R.F.N., 
S.C.M., H.V.CERT., has been appointed as 
ASSISTANT  SEC- 
RETARY to the 
Public Health 
Section, Royal 
College of Nurs- 
ing. Miss Pad- 
field has had a 
varied and inter- 
esting career. 
After taking gen- 
eral and midwif- 
ery training at the 
West Middlesex 
Hospital, fever 
nursing at the 
North Western 
Fever Hospital 
and public health 
at Birmingham, she held health visitors’ 
posts at Birmingham and Harrow. During 
the war she served in Q.A.I.M.N.S.(R.), and 
was subsequently appointed health visitor 
to the Department of Social Medicine, 
University of Edinburgh. She became 
sister-in-charge of the William Budd Health 
Centre, Bristol, and thus took part in one 
of the earlier and interesting experiments 
in the integration of the local authority and 
general practitioner services. Since then, 
Miss Padfield has done a tour of duty as a 
health visitor in Benghazi, North Africa, 
She will take up her post on the College 
staff on September 1, and will be welcomed 
by friends throughout the country. 





‘Royal College of Nursing 


Courses for Occupational Health Nurses 


REFRESHER COURSES 


October 13—17. Mental Health and Human 
Relations in Occupational Health Nursing. 
A week’s residential course at Roffey Park 
Institute, arranged by the Institute in 
collaboration with the College. 
Inclusive fee £12 12s. Inquiries to G. M. 
Franklin, Esq., Secretary, Roffey Park 
Institute, Horsham, Sussex. 


January 6—March 24, 1959, London. 
Aspects of Occupational Health Nursing. 
A series of lectures and discussions on 
Tuesday evenings for nurses who have 
recently started work in occupational 
health. 

Fee {6 6s, 


July 13—25, 1959, Bristol. Health Educa- 
tion and Radiation Hazards. A residential 
course at Manor Hall, Bristol. 

Fees: tuition £9 9s.; residence £19 10s. 
Please note: except where otherwise stated 
courses will be held at the Royal College of 

Nursing, London. 


FULL-TIME COURSES 


Occupational Health Nursing Course: six-and 
a-half months, 45 gns. 
September 24, 1958—March 27, 1959. 


In preparation for the Royal College of 
Nursing Certificate. 


Occupational Health Nurse Tutors. One 
academic year, 50 gns. 
September 1958—July 1959. 
In preparation for the Royal College of 
Nursing Certificate. 


Occupational Health Nursing Administrators. 

One academic year, 50 gns. 

September 1958—July 1959. 

In preparation for the Royal College of 

Nursing Certificate. 

There is a veduction in fees for College 
members and for members of affiliated organ- 
izations who are eligible to attend and are 
accepted for the courses. 


PART-TIME COURSES 


Diploma in Nursing Part A, Evening lectures 
given over one academic year. 

In preparation for the Diploma in Nursing, 

University of London. 

Registration dates: September 16 and 18, 

1958. 

Except where otherwise indicated, ap- 
plication for all courses should be made to 
the Director in the Education Department, 
Royal College of Nursing, Henrietta Place, 
Cavendish Square, London, W.1. 


Scottish Hospital Nurses’ Lawn Tennis Challenge 
Cup Competition 


HE 1958 competition for the Scottish 

Hospital Nurses’ Lawn Tennis Chal- 
lenge Cup is now completed and, in spite 
of the vagaries of the weather, has been 
most successful. The competition, which is 
organized by the College, attracted entries 
from 26 teams from all over Scotland. 

The regional matches, played off during 
June, resulted in Aberdeen Royal Infirmary 
winning the North and North-Eastern 
Region; Dundee Royal Infirmary, the 
Eastern Region; Edinburgh Royal Infirm- 
ary, the South-Eastern Region; Royal 
Alexandra Infirmary, Paisley, the Western 
Region. 

The semi-finals were played at Aberdeen 
City Hospital and Western General Hospital 
Edinburgh; the finalists were Edinburgh 
Royal Infirmary and Royal Alexandra 
Infirmary, Paisley. 


By courtesy of Miss M. Bradley, matron, 
Bangour General Hospital, the final was 
played there on Wednesday, August 6, 
when the team from Edinburgh Royal 
Infirmary retained custody of the cup, 
which was presented to the winners by 
Miss M. Wilson, registrar, General Nursing 
Council for Scotland. The competing teams 
and guests were most hospitably entertained 
by Miss Bradley and her staff. The thanks 
of the organizers are due to Miss M. C. 
Marshall, 0.B.E., Edinburgh, and Miss A. 
Gray-Buchanan, Polmont, for generous 
donations; the hospital matrons who so 
kindly made their courts available for the 
matches and for the hospitality shown to 
visiting teams. The Dunlop Rubber Com- 
pany (Scotland) Ltd. generously donated 
balls for use at the semi-final and final 
matches. 


Miss M. Wilson presents the cup to Miss C. Taylor, captain of the winning team from 
Edinburgh Royal Infirmary. 
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ON FACING A TRIBUNAL 


HEN one is young it seems impossible 

that one will ever grow old. When one 
is well it is unthinkable that one will ever be 
ill. When all goes well, it is easy to forget 
that the Royal College of Nursing exists, 
especially if the subscription is sent off 
automatically by one’s bank. 

But one day you may, like me, receive a 
buff-coloured official form on which a name- 
less somebody has written a few lines stating 
that your disability is not due to an accident 
occurring on duty. Irritated at this you may 
read the other material the letter provides 
and find a printed statement to the effect 
that your trade union will be supplied with 
all relevant matter if you dispute the fact 
mentioned above. 


Counter-attack 

At this your irritation turns to something 
like glee; without more ado you suggest that 
the nameless sender of buff-coloured forms 
forward all details to the secretary of the 
Royal College of Nursing. 

Now things begin to happen at your end: 
you receive a far from soulless letter from a 
member of your profession—she may even 
be somebody you already know. There will 
be an appeal against the decision and this 
fellow-member of the College will be there 
with you. 


You are told what information to collect; 
a meeting is arranged. All the mysteries of 
buff-coloured forms and nameless writers 
are clear to your representative for she has 
helped other nurses in similar circumstances 
many times before. 

You may have doubts as to whether you 
will win the appeal, but at least you are 
being given the opportunity of stating your 
case with the best advice and help available. 

The day of the appeal arrives and you 
meet your College representative. The mass 
of papers she has acquired alarms you 
momentarily but you have only the truth 
to tell and nothing to lose. 

The waiting-room of the building where 
the case is to be heard has a horrid look of 
oakum pickers; but it is only the employees 
attaching rings to newly returned curtains— 
buff ones, of course. 


Inquisition 

You are called; you sit facing the light 
and, across the table, a chairman and his 
tribunal look at you and ask questions. 

You tell them the facts; your College 
representative takes up the story, surprising 
you with her knowledge and grasp of your 
particular case. She must have spent hours 
preparing for this afternoon. 

Everyone is really very kind and eventu- 


APPOINTMENTS 


Finchley Memorial and St. Elizabeth’s 
Hospitals 

Miss ANNE MACDOUGALL, S.R.N., S.C.M., 
has been appointed Matron, as from 
August 16. Miss MacDougall trained at the 
Nightingale Training School, St. Thomas’ 
Hospital, and the Simpson Memorial 
Maternity Pavilion, Edinburgh. She 
became district staff midwife, St. Thomas’ 
Hospital, and later staff midwife at the 
Mary Stanley Maternity Home, Bridgwater, 
Somerset, and ward and departmental sister, 
Burnham-on-Sea Memorial Hospital, Som- 
erset. She was appointed administrative 
sister, Hydestile, St. Thomas’ Hospital, and 
took the King Edward’s Fund course for 
matrons, subsequently becoming adminis- 
trative sister, Royal Waterloo Hospital 
(St. Thomas’ Hospital), S.E.1. 


Student Nurses’ Association 

Miss BARBARA J. NEAL, S.R.N., R.S.C.N., 
MIDWIFERY PT. I, S.T.DIP., has been 
appointed FIELD OFFICER to the Student 
Nurses’ Association, on the resignation of 
Mrs. M. Quiggin. Miss Neal trained at 
Queen’s Hospital, Birmingham, Birmingham 
Children’s Hospital, Liverpool Maternity 
Hospital, and took the Sister Tutor Diploma 
at the Royal College of Nursing. Her 
nursing experience includes as 
outpatient sister, Birmingham Children’s 
Hospital, ward sister and night sister, Royal 
Manchester Children’s Hospital, Pendle- 
bury, sister, preliminary training school, 
Royal Liverpool Children’s Hospital, and 
sister tutor, The Hospital for Sick Children, 
Great Ormond Street, London. Miss Neal 
will take up her new appointment on 
September 1. 


Student Health Centre, 
University of Manchester 
Miss MARGARET PARKES, S.R.N., S.C.M., 
has been appointed SISTER-IN-CHARGE of 





the Student Health Centre, University of 
Manchester. Miss Parkes trained at Bid- 
dulph Grange Orthopaedic Hospital, at 
Addenbrooke’s Hospital, Cambridge, and at 
Dundee Royal Infirmary. She has held posts 
as staff nurse at Addenbrooke’s Hospital, 
and at the Hospital for Children, Tite Street, 
Chelsea, and as ward sister at the Royal 
Albert Edward Infirmary, Wigan. 


Lancaster Moor Hospital 


Mr. DoNALD SHELDON, S.R.N., R.M.N., 
R.M.P.A., TUTOR’S DIP., M.R.I.P.H.H., has 
been appointed PRINCIPAL TuToR, and will 
take up his duties on September 1. Mr. 
Sheldon took general training at the General 
Infirmary at Leeds and mental nursing at 
Storthes Hall Hospital, Kirkburton, 
Huddersfield, afterwards serving as staff 
nurse and charge nurse, assistant chief male 
nurse and night superintendent at the latter 
hospital. In 1952 he was appointed tutor in 
sole charge, and later principal tutor, at 
Middlewood Hospital, Sheffield. 


Simpson Memorial Maternity Pavilion, 
Edinburgh 


Miss MARGARET J. W. TAYLOR, R.F.N., 
R.G.N., S.C.M., M.T.D., has been appointed 
Matron, from October 1. Miss Taylor 
trained at Edinburgh City Hospital, Edin- 
burgh Royal Infirmary, and the Royal 
Maternity and Simpson Memorial Hospital, 
Edinburgh, later serving as ward sister, 
labour ward sister, and night superintendent 
at the latter. She was appointed super- 
intendent midwife at St. Helier Hospital, 
Carshalton, returning to the Simpson 
Memorial Pavilion as assistant matron, later 
becoming acting matron for a year. Miss 
Taylor was appointed matron of the Jessop 
Hospital for Women, Sheffield, in 1948, 
serving in this capacity until the present 
time. 


ally you are able to leave—not into the 
street as you earnestly hoped, but back into 
the waiting-room where there are two sad, 
tattered men with no sign of a trade union 
official. 

How awful to be alone! But you have 
someone to talk to and in no time at all a 
beaming messenger brings a chit which he 
hands to your companion. 

Your appeal is allowed! You are believed. 

Out into the sunshine and then to celeb- 
rate with a cup of tea, many cups of tea, It 
ought to be champagne one feels, but the 
toast is the same—‘The College’. 

PuBLic HEALTH Nursg, 





Television Programmes 


B.B.C. Television . . . In Outlook: 
How to be aCripple, on August 27, visits 
will be made to the Challenger Lodge 
Children’s Home and the Phoenix Club, 
in Edinburgh, and to Queen Elizabeth's 
Training College for the Disabled, 
Leatherhead, to learn how youngsters 
are helped to overcome their physical 
disabilities, where they can work, where 
they can get lodgings, and find recrea- 
tion... . Life Line on August 28 will be 
devoted to leprosy, particularly the 
effect of the mental attitude of sufferers. 
An Englishman who caught the disease 
in Calcutta will take part and a doctor 
who has devoted his life to the care of 
sufferers from the disease. Evensong 
for the Deaf will be televised on Sunday, 
August 31, from the chapel of the Deaf 
Institute at Hull. It will be in sign 
language as well as the spoken word. 


Brighton General Hospital.—The annual 
prizegiving and nurses’ reunion will take 
place on Saturday, September 6, at 3.15 
p-m., preceded by a service in the chapel 
at 2.30 p.m. A cordial invitation is extended 
to all past members of the nursing staff. 
R.S.V.P. to matron. 

Central Middlesex Hospital—The prize- 
giving will be held in the recreation room 
of the nurses home on Wednesday, October 
1, at 3 p.m. Countess Mountbatten will 
present the awards. 

Colindale Hospital, Hendon, N.W.9.—The 
prizegiving and reunion will take place on 
Friday, October 10, at 3 p.m. Prizes will be 
presented by Sir Russell Brock, M.S., F.R.C.S. 
A cordial invitation is extended to all past 
members of the nursing staff. R.S.V.P. to 
matron. 

Farnborough Hospital, Kent.—The nurses 
annual prizegiving will be held on Saturday, 
August 30, at 3.30 p.m. All past trainees 
of the hospital are welcome. 

Rubery Hill Hospital, Birmingham.—The 
annual open public meeting, followed by the 
nurses prizegiving, is to take place at Holly- 
moor Hospital, Northfield, on Saturday, 
August 23, at 2.30 p.m. The principal 
speaker will be Lord Auckland, and the 
prizes will be presented by Lady Auckland. 

Wembley Hospital.—The annual reunion 
and presentation ceremony will take place 
at the hospital on Saturday, September 20, 
at 3 p.m. All past members of the nursing 
staff are cordially invited. Bring-and-buy 
stall for chapel fund. R.S.V.P. to matron. 
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Both doctors and nurses have long been aware of the value of 
codeine compounds for the relief of pain. To-day, it is Codis 
specifically that they prefer. Why? 

Codis has the important additional advantages which you know 
and appreciate in “‘Disprin’’. Taken in water, Codis provides aspirin 
in solution (as does Disprin), together with codeine phosphate, with 
phenacetin in fine suspension. 

Because the aspirin in Codis is soluble, there is far less likelihood 
of stomach upset. Easily administered and quickly absorbed, Codis 
is a highly efficient pain-reliever. 








CODIS... 


Composition. Each Codis tablet contains: Acid. Acetylsalicyl. B.P. 4 gr., Phenacet. B.P. 4 gr., 
Codein. Phosph. B.P. 0.125 gr., Calc. Carb, B.P. 1.2 gr., Acid. Cit. B.P. (exsic.) 0.4 gr. 





CODIS IS NOT ADVERTISED TO THE PUBLIC 
In packs of 20 tablets (in foil) 2/8; and 8 tablets 1/4 


RECKITT & SONS LTD., HULL & LONDON, PHARMACEUTICAL DEPARTMENT, HULL 











A Time for Living— 


HE sat by herself at a side table. The 

waitress brought her tea. Should she go 
to hospital or, this time, should she again 
stay at home? There was no question of 
anything except her own preference in the 
matter. The children could, all four of them, 
go down to Barton again; and even if they 
did not, Cook and Martha would look after 
them. Her mother would come for a few 
weeks too, of course. Dr. H. had had no 
preferences at all. “‘Just decide which you 
wish to do, Mrs. A. and let me know later’, 
he had said. 


Hospital or Home 


Mrs. A. thought over her four previous 
confinements without enthusiasm. Hospital 
—the anxious rather rushed departure from 
home, her first home—and theinconsequent, 
even casual, way she had been received when 
she arrived at the ward. “Your husband can 
take home your things.” ‘‘Let Mrs. A. see 
her husband before he goes.”” Hearing the 
first remark, sister had said the second 
briefly over her shoulder as she passed. The 
pupil midwife had complied rather briefly 
too, 

Indeed a brief but not unkindly severity 


HE sat propped up on the side of a low 
pNomdbwe wu bed, very stiff and very 
silent. Of this I had been warned. ‘Blanket 
bath’ the list said, and so we proceeded. 
Face, neck, hands and arms—a certain dis- 
cipline of movement in the old lady interest- 
ed me as we went on with her bath. I talked 
a little as we worked, as a nurse should. Not 
the rapid self-interested chatter of the 
apprentice, but with conversation (that sur- 
veyed recreation of other days) that will 
identify the nurse to her patient. I told her 
of the town outside her windows, gaudy with 
Christmas preparation; of the Christmas 
country world beyond it, long fields low and 
cold against wooded horizons; of sheep 
folded on turnips, and cattle nosing their 
hay in the cribs set in the chilly fields. The 
old lady listened politely, even, I judged, 
with a certain interest in all these things; 
but her face hardly moved and she made no 
audible reply to my words. We got on very 
well. I did not, I may add, scrub the under- 
sides of her feet. 


A Link 


I told her a little of my own background 
—hoping, somewhere, to make a link into 
which she might, if she so wished, fit some- 
thing of her own choosing. My childhood 
was spent in a London tall with Victorian 
houses and mansions grouped round their 
squares. It was here that a gasp came from 
the old lady, and, looking up, I saw that her 
face was wreathed in a delighted smile. 
There was no necessity to ask her if she 
knew the world of which I was speaking, 
but I did so. 

“I was housekeeper to Lord ” shesaid 
softly. ‘‘We lived in Gate’’. “Oh, well.” 
I said, for the whole picture of the old lady 
was now clear in the simplest of ways. 
Almost as if the programme of some (to me) 
tiresome television programme had illustrat- 
ed it, the background of the dignified house 
in which her days had been spent became 
apparent. Outside its columned porch—a 


was the lasting impression that Mrs. A. 
carried with her, remembering the birth of 
her firstborn. Efficient, sterile and doubt- 
less avoiding everything that should be 
avoided. She had carried baby Paul herself 
up the steps when they came home together. 
She remembered Antony, her husband, fuss- 
ing anxiously round them both, and re- 
membered too an inexplicable feeling of 
having deprived someone of something by 
her absence from home just then. Among 
the tangle of so many mixed emotions newly 
experienced she had left its finding to some 
other time—if of course it proved after- 
wards to matter at all 

Her other children, three of them, had all 
been born at home. Mrs. A. continued her 
tea, searching in her mind for the key point 
that had really mattered each time. With 
startling suddenness the question in her 
mind was answered for her. Could it have 
been the nurse who had mattered each time? 
Thinking it over, it was the nurse each and 
every time, thought Mrs. A. 

The brisk efficiency of the pupil midwives 
allied to a certain professional kindliness in 
the sister. Mrs. A. shuddered. 

Nurse X, a private nurse, Mrs. A. re- 
membered, full of comforting stories and 
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long reminiscences. Everythings spread ouj 
somehow, Mrs. A. reflected, sighing a little, 

Nurse Y? Ah yes, Mrs. A. recalled her a 
little more hopefully. Betty’s arrival had 
been a little premature, and Nurse Y, the 
district midwife, had been called in by Dr, 
H. Nurse Y had hurried in, quite unperturb. 
ed, brisk, efficient, experienced and worldly- 
wise. Under her expert comings and goings 
Betty had arrived, cried, and been notified 
on the appropriate postcard all in record 
time. ‘‘Nothing to us—hundred and fourth 
case this year. Bye-bye dearie”’, and Nurse 
Y had departed, hardly waiting for the 14th 
day to unroll its own apron so to speak! 

Mrs. A. remembered Nurse Y with a smile, 
Better than no one, anyway, she said to her- 
self; better than hospital, she decided. 


Placid Competence 


Nurse Z had attended baby Peter last 
time, as the district nurse. She had been 
large, placid, sedately competent, and most 
praiseworthy. Mrs. A. could not imagine 
what more qualities she could look for ina 
midwife, attendant upon the birth of child- 
ren to herself and her husband. Neither 
could she analyse why she recalled Nurse Z 
with such irritation. She remembered hear- 
ing she had recently left the district... . 

Five months later, nearly to the day, Mrs, 
A. sat rather damply on the edge of her bed, 
while her husband waited restlessly in the 
hall below. Almost before she expected it 
there was a tap on her door and a midwife 
walked in. 

Mrs. A.’s latest labour had begun. 


—and a Time for Remembering 


world of street gaslight, of hansom cabs 
driven by caped and bowler-hatted owners 
flicking thin, quick-trotting horses. A world 
of the muffin man with his baize-covered 
tray and his bell going by on Sunday after- 
noons; of starchily dressed children’s nurses 
and their frilly dressed charges, going by 
every day of the week on their way to 
Kensington Gardens. Carriages in the 
squares; silver, glass and candelabra on the 
long tables of Edwardian dinner parties— 
she had known them all. 


Service 


I understood her air of silence after that; 
for she had accorded to my fellow nurses, as 
she did to myself, the dignified deference, 
born of confidence placed in her, with which 
she had listened to those whom she served. 
Conversations, confidences, orders—all had 
been known to her. She had risen from a 
first post as under-housemaid with its early 
rising, its endless carrying, through the clear 
hierarchy of upper servants in a large house, 
until she herself inherited the key-rings and 
tenure of a poky housekeeper’s room (and 
the cat), following in the steps of her trusted 
predecessor. I finished her toilet hoping 
that it mirrored in some small way the 
service that I am sure she herself had un- 
grudgingly given in a different sphere, in a 
different setting, as the years had come and 
gone in a London of bygone years. 

As I left her, a quiet, not, one would say, 
an unsatisfied figure despite her physical 
disability, I told her to ‘look after herself” 
—the old Yorkshire wishfulness for those 
from whom we part coming easily to my 
leave-taking from her. 

“ You take care of yourself,” she replied; 
and I knew that the long service of her days 


had left her with a capacity, even power, for 
understanding as great as that with which 
even nursing itself should be endowed. 

I think she may be described as ‘an old 
lady of unspoken silences’. 

I have an uneasy feeling that her judge- 
ment upon all those who nurse her, now that 
she is old, must be uncommonly sound. I 
am myself profoundly thankful I did not 
nurse her without conversation, or, worse 
still, in a series of impatient trivialities. 

Her opinion, you see, is eminently worth 
having, and not the least less significant for 


being unexpressed. 
by Muriel Ritchie 


IMPORTANCE OF 
ENVIRONMENT 


R. A. E. CLARK-KENNEDY, ™.D., 

F.R.C.P., M.R.C.S., addressed an audience 
of doctors and nursing staff at East Ham 
Town Hall, London, E. 6, on July 7, on 
‘The Importance of Environment’. In the 
course of an interesting and stimulating 
talk he answered his opening question, 
“What am I?”’ and discussed the genetic 
and environmental backgrounds of both 
physical and mental illness. 

The chairman was Dr. J. Stanley Thomas, 
J.P., O.B.E., Chairman of East Ham District 
Nursing Association, and a vote of thanks 
to Dr. Clark-Kennedy was moved by Dr. 
J. S. Coleman, medical officer of health for 
East Ham. 


FUEL EFFICIENCY 


A free technical advisory service will be 
one of the features of the Fuel Efficiency 
Exhibition to be held at Olympia, London, 
from September 24—October 3. 
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HERE and THERE 


RADCLIFFE INFIRMARY 
EXTENSION 


‘CERIOUS CONCERN’ over the expendi- 

ture involved in the extensions and 
modernization of the Radcliffe Infirmary, 
Oxford, is expressed by the Committee of 
Public Accounts in a report published on 
August 13. The committee regrets that the 
University exerted such pressure on the 
board of. governors that the Ministry of 
Health was committed to expenditure 
without prior approval. 

The original estimate was £434,000 for 
the scheme, which will now cost about 
£1,400,000. The Ministry of Health does 
not escape criticism in the report, however: 
ineffective supervision of their agents leads 
the report to comment “‘the conduct of this 
scheme both by the Board of Governors 
and by the Ministry has considerably 
weakened Treasury control over expen- 
diture.”’ 


TUBERCULOSIS IN 
NORTHERN IRELAND 


HE Northern [Ireland Tuberculosis 
Authority may soon cease to exist as 
a separate entity. It has almost completed 
the task it was created to perform—to tame 
the plague of tuberculosis. Mr. D. Hall 
Christie, the chairman of the Authority, said 
at an ‘at home’ at Forster Green Hospital, 
Belfast, that the progress and development 
of chest medicine was such as to make them 
anticipate an amalgamation with the 
Northern Ireland Hospitals Authority. The 
number of tuberculosis cases in the province 
was now only 40 per cent. of what it had 
been 10 years ago and the death rate was 
down to 12 per 100,000 of the population. 
Mr. W. McKinney, the chairman of the 
Northern Ireland Hospitals Authority, in- 
dicated that there would be a bigger future 
for Forster Green Hospital than that in- 
dicated by its old function as a tuberculosis 
hospital. It would, he said, be used for 
general diseases of the chest and a move 
towards this had already been made with 
thoracic surgery which was started at 
Forster Green in 1955. 


OPERATING THEATRE 
TECHNICIANS 


ITH the increasing complexity of 
modern surgical and anaesthetic equip- 
ment, permanent full-time theatre tech- 
nicians who are capable of preparing this 
equipment for use and maintaining it in 
smooth working order are needed. Theatre 
nursing staff are continually changing and 
iM any case are unable to cope with engineer- 
ing maintenance responsibilities. 
Unfortunately the scale of wages for 
theatre technicians is so low that many are 
leaving hospital work to go to better-paid 
jobs abroad, or in industry or the Services. 
The Association of Operating Theatre Tech- 
Niclans was formed in 1946 but after years 
of effort has failed to gain recognition of 
their members by the Professional Council 
of the Whitley Council. Their salaries are 
restricted to not more than £500 a year and 
they are classified as theatre attendants 
class 1, a status much like that of the un- 


trained nurse. It seems a pity that this 
important need for trained technicians in 
theatre work is being neglected, for it may 
retard the development of modern theatre 
technique. 


COURSES FOR MIDWIVES 


HE Royal College of Midwives’ series of 

approved refresher courses for midwives, 
which will be held in Birmingham, New- 
castle upon Tyne and Cardiff, start at the 
end of August. Full details are obtainable 
from the Education Officer, Royal College 
of Midwives, 15, Mansfield Street, London, 
Wt. 


KING’S LYNN NEWS 


SUMMER FAIR held by West Norfolk 

and King’s Lynn General Hospital and 
its league of friends raised £380; some 
of this money is already allocated to 
furnishing a small hospital chapel. On 
another evening, the nursing and medical 
staff hired a bus and held a barbecue on 
Hunstanton beach at 10 p.m. 

Construction is soon to begin on a new 
twin operating and theatre suite and new 
ward; this will replace the present operating 
theatre, which is to be converted into 
medical staff quarters. Plans are at the 
moment being discussed for the building of 
a new block on the hospital field, making 
the total number of beds 400. 


997 


deterioration, by making alterations to a 
derelict three-storey block of the hospital. 
This unit will work with a domiciliary 
service of the local authority. 


CIVIL DEFENCE ARRANGE- 
MENTS IN HOSPITALS 


MINISTRY OF HEALTH memoran- 

dum (HM (CD) (58) 2) has been issued 
to regional boards, management committees 
and boards of governors, extending the 
arrangements for civil defence at hospital 
premises and providing for the registration 
of Hospital Civil Defence Units as members 
of the Industrial Civil Defence Service. It 
consolidates guidance given in previous 
memoranda on the subject. The new memo- 
randum is issued in two forms: (a) without 
appendices, for normal and widespread 
distribution, and (b) in booklet form with 
full appendices; the circulation of this 
version is restricted to those officers directly 
concerned with the organization and train- 
ing of hospital Civil Defence units. 


SUPERANNUATION WHEN 
SERVING OVERSEAS 


VALUABLE and _ instructive leaflet 
entitled Your Superannuation on Going 
Anywhere Overseas has just been published 
by the Federated Superannuation Scheme 
for Nurses and Hospital Officers. It gives 
(in question-and-answer form) practical 
guidance on safeguarding superannuation 
rights for the nurse contemplating taking 
a post overseas—an important matter often 
overlooked in the excitement and rush of 
making preparations for such a venture. 
The leaflet points out that even where 
the prospective employer abroad offers 
some superannuation facilities, these are 
frequently unsuitable for the British nurse 
going for a limited period. It describes the 
way in which the F.S.S.N. can assist in 


CARDIAC 
SURGERY— 


‘SEE THE 
RESULTS AND 
STOP 
WORRYING’ 


To allay the fears of 
prospective patients, 
Hammersmith Hos- 
pital is introducing 
children on the waiting 
list and their parents 
to children who have 
been successfully oper- 
ated on there for 
cardiac conditions. 
Seated on his mother’s 
knee, Allen is meeting 
three children who have 
recovered. 


PSYCHIATRIC CENTRE FOR “safeguarding the nurse’s superannuation 


EAST LONDON 


ING Edward’s Hospital Fund for 
London has decided to make a grant of 
£50,000 to assist the North East Metro- 
politan Regional Hospital Board in their 
plans for developing St. Clement’s Hospital, 
Bow, as a modern psychiatric hospital. 
The ultimate aim is to establish a neuro- 
psychiatric centre for East London, whose 
patients at present have to go south of the 
river to Long Grove Hospital, Epsom. 
A start will be made with a day hospital 
for old people suffering from early mental 


* rights to the best advantage in accordance 


with the circumstances, and it issues a 
warning that it is not feasible to ‘withdraw’ 
F.S.S.N. contributions in order to provide 
passage money to the overseas destination. 
Intending emigrants are advised to consult 
the F.S.S.N. about their individual needs— 
by personal call if possible—and an appoint- 
ment application form is attached to the 
leaflet, so that an interview with an expert 
can be arranged with the minimum of 
trouble. Inquiries should be made to the 
secretary, F.S.S.N., Rosehill, Park Road, 
Banstead, Surrey. 








XVII 





Nursing Times, A 





SOUTH WESTERN REGIONAL HOSPITAL BOARD ~— 


Applications are invited for the following appointments and should be sent, together with details of age, qualifications, training, experience, and 
the names of two referees or copies of two recent testimonials, to THE MATRON OF THE APPROPRIATE HOSPITAL, from whom also further 


details may be obtained. Salaries and conditions are in accordance with the appropriate National Scales. 





WILTSHIRE 


The County of Wiltshire has a number of small, pleasant market towns among which are Chippenham, Devizes, Malmesbury, Trowbridge, Melksham, 
and Bradford-on-Avon. Other places of interest are Lacock Abbey (part of the National Trust) and the beautifully situated towns of Warminster 
and Corsham with their historical associations. Wiltshire is essentially a farming county and with its Downs and valleys provides sone aan 


lovely scenery. 


The towns are all within easy reach of the larger cities and the area covered by the South Western Regional Hospital Board is well served with 


hospitals which provide varied and interesting nursing experience. 





BECKFORD ORTHOPAEDIC 
WARMINSTER (26 beds) 


Situated on main road to Salisbury (16 miles). 
STAFF NURSES for day and night duty. Resident. 


HOSPITAL, 


BRADFORD-ON-AVON MATERNITY HOSPITAL 
(32 beds) 
Nurses’ Home a former country mansion—transport available to and from 
=~ ns tal. 


PIL MIDWIVES. Part II Midwifery Training School. Schools commence 
stg June, September, December of each year. 


CHIPPENHAM HOSPITAL (General—32 beds) 


Modern, well-equipped hospital with separate Nurses’ Home overlooking 
River Avon. Excellent accommodation. Television. Good main line train 
service to Bath, Bristol, London, etc. Eighty-eight hour fortnight. _ 
STAFF NURSE. S.R.N. Men's Surgical Ward. Resident or non-resident. 
8 . 8. . Four nights weekly. Resident or non-resident. 
ASSISTANT NURSES. S.E.A.N. Night duty. Resident or non-resident. 
SISTER. 8S.R.N. Men's Surgical Ward. Resident or non-resident. 


DEVIZES HOSPITAL (General—6o beds) 


General Hospital serving wide rural area. Modern, well-equipped wards 
and departments. Attractive Nurses’ Home in grounds, with tennis court, 
television, etc. Eighty-eight hour fortnight. Devizes is a market town 
of historical interest, pleasantly situated near Salisbury Plain. Bath and 
Salisbury easily reached by excellent bus service. 

STAFF NURSE. S.R.N. Resident or non-resident. 


DEVIZES MATERNITY HOSPITAL (15 _ beds) 


Modern, well-equipped hospital serving wide rural area. Separate Nurses’ 
Home with television. Eighty per cent Midwives’ cases. Eighty-eight 
hour fortnight. 

STAFF MIDWIVES. 8.R.N., S.C.M. Resident e non-resident. 
SEPARTMENTAL MIDWIFERY SISTER, S.R.N., S.C.M., for ward and to 
assistant Matron. Resident. 


FROGWELL HOSPITAL, CHIPPENHAM (Infectious 
Diseases, Acute and Chronic Sick—24 beds) 


Pleasantly sitwated, modevn, well-equipped hospital on bus route one mile 
centre market town. _ Excellent residential accommodation. Main line 
for London, Bristol, Bath, etc. LEighty-eight hour fortnight. 


STAFF NURSE, S.R.N. (R.F.N. optional). Resident or non-resident. 


GREENWAYS MATERNITY HOSPITAL, 
CHIPPENHAM (20 beds) 


In pleasant rural surroundings one mile centre market town. On bus 
route. ‘Television, table tennis. Cheap travelling facilities for London, 
Bath Bristol, etc. Eighty-eight hour fortnight. 

STAFF MIDWIVES (two). S.R.N., S.C.M. Resident or non-resident. 





ASSISTANT MATRONS 

TIVERTON AND DISTRICT HOSPITAL, TIVERTON, DEVON 
(50 beds). S.R.N., S.C.M. Resident. General practice hospital, including 
11 maternity beds. Component Assistant Nurse Training School. 


SISTER TUTOR IN SOLE CHARGE 

HAM art 4 Aan x aes AND SANATORIUM, BRISTOL 
(480 beds). S.R.N., R.F.N. If unqualified, teaching experience essential. Resident 
or non-resident. 


SISTER/MALE TUTOR 


COSSHAM AND FRENCHAY SCHOOL OF NURSING ; 
Qualified Tutor. Tutorial staff of three. Apply to Frenchay Hospital, Bristol. 


SISTER TUTOR 
MOUNT GOLD HOSPITAL, PLYMOUTH 

(Ortega and Chest—172 beds). S.R.N. to work with qualified Tutor. 
TAUNTON AND SOMERSET HOSPITAL, TAUNTON 

(423 beds). One of three to work under Principal Tutor. 





The following Nursing Staff Vacancies also exist in the SOUTH WESTERN REGION 





MALMESBURY HOSPITAL (General—z25 beds; Maternity 
—5 beds) 


Situated in pleasant country market town. Attractive Nurses’ Home in 
own grounds. Television. Eighty-eight hour fortnight. 

8! Vey R, S.R.N., S.C.M., for Theatre and Out-patients. Resident or non. 
resi 

MIDWIFERY SISTER. 8.R.N., 8.C.M. Small, attractive, two-roomed 
cottage available in hospital grounds, if require f 

WARD SISTER. S.R.N., 8.C.M. Resident or non-resident. 


MELKSHAM HOSPITAL (42 beds) 


Modern General Hospital within easy reach of Bath and Bristol. 
RELIEF SISTER, with theatre experience. Resident or non-resident. 
STAFF NURSE. Resident or non-resident. 

STATE ENROLLED ASSISTANT NURSE. Resident or non-resident. 


ST. ANDREW’S HOSPITAL, CHIPPENHAM (Chronic 
Sick—156 beds) : 
Well situated, near to shops and entertainments, etc. Excellent bus wt 
train services; main London line. Newly- furnished, modern accommodation 
in sepirate Nurses’ Home shortly available. Eighty-eight hour fortnight” 
STAFF NURSES. Male or female. S.R.N. Resident or non-resident. q 

SES. Male or female. S.E.A.N. Resident or non-resident 

WARD SISTERS (twe). S.R.N. Resident or non-resident. ; 


ST. GEORGE’S HOSPITAL, SEMINGTON, Nr, 
TROWBRIDGE (208 beds) 


The hospital participates in a scheme for the training of Assistant Nurses, 
Situated on a main road and frequent bus service available. Within easy 
reach of Bath and Bristol. Modern Nurses’ Home with television and radio, 
WARD SISTER } For Chronic Sick Wards, 








STAFF NURSE Forty-four hour week in 
STATE ENROLLED ASSISTANT NURSES operation. 


ST. JAMES’S HOSPITAL, DEVIZES (Long Stay Medical 
Cases—167 beds) 
Well situated in market town near to shops and entertainments. Cheap 
travelling facilities to London, Bath and Bristol. Eighty-eight hour 


fortnight. Hospital may be seen by appointment. 
ASSISTANT NURSES. S.E.A.N. Resident or non-resident. 


SAMBOURNE HOSPITAL, WARMINSTER (121 beds) 


Recently recognised to participate in a scheme for the training of Pupil 
Assistant Nurses. Considerable works to modernise wards and ancillary 
rooms have beea completed. The hospital is pleasantly situated in an 
urban area within easy reach of Bath and Salisbury. 

WARD SISTER for Chronic Sick Wards. Resident or non-resident. 


WESTBURY & DISTRICT HOSPITAL, WESTBURY 
(20 beds) 


This is a busy, modern G.P. Hospital, the posts being suitable for Nurses 
who prefer the personal touch and happy atmospheie of a small moder 
general hospital. 

SISTER. Five day (44 hour) week. 

NIGHT SISTER. Four night (44 hour) week 

STATE ENROLLED ASSISTANT NURSE. Five day (44 hour) week. 





NIGHT SUPERINTENDENT 

GLOUCESTERSHIRE ROYAL HOSPITAL, GLOUCESTER 
For Great Western Road Branch. Must be S.K.N., 8.C.M., and have had cool 
previous experience as a Ward Sister in a large general hospital. 









f 
ADMINISTRATIVE SISTERS ( 
GREEN HOSPITAL AND SANATORIUM, BRISTOL 
(430 =. Q\ 
NORTH DEVON INFIRMARY, BARNSTAPLE - 
(105 beds). Suitable post for person wishing to undertake administration WEY, 
prepare herself for further advancement. 


DEPARTMENTAL SISTERS 


GLOUCESTERSHIRE ROYAL HOSPITAL, GLOUCESTER 
Theatre Superintendent—two other Theatre Sisters employed—for busy thea 
dealing with gynaecological and orthopaedic surgery. 

HAM GREEN HOSPITAL AND SANATORIUM, BRISTOL 
(430 beds). Sister for Ear, Nose and Throat Ward and Theatre. 
Resident or non-resident. 


Resident. Must have had some administrative experience. 











